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Montana Department of Public Health and Human
Services — Addictive and Mental Disorders Division

Improving Montana’s Mental Health
System - Final Report

EXECUTIVE SUMMARY

Prepared by The Technical Assistance Collaborative, Inc.
January 15, 2001

. INTRODUCTION

In the Spring of 2000, the Montana Department of Public Health and Human
Services (DPHHS), Addiction and Mental Disorders Division (AMDD), Mental Health
Services Bureau (MHSB) selected The Technical Assistance Collaborative, Inc. to
evaluate the strengths and weaknesses of the Medicaid Mental Health Program and
the Mental Health Services Plan and to offer recommendations for the future. Both
the Mental Health Services Bureau and TAC see this project as a parallel effort to
supplement the work of the Mental Health Oversight and Advisory Council’'s
(MHOAC) efforts to make recommendations about Montana’s mental health system.
This report constitutes TAC's final deliverable and incorporates reports completed
for each of the three identified task as well as a report describing the conditions
necessary to accomplish the system improvements recommended in these reports.

The three tasks included an independent review and assessment of the Mental
Health Services Program (MHSP) and the Medicaid Mental Health Plan (MMHP),
recommendations regarding outcome and performance measures for the future, and
an evaluation of the service delivery system in Montana along with findings
recommendations for system and service changes. The information in this Final
Report comes from a variety of sources, namely:

Interviews and program observations conducted by TAC senior staff during
several on-site visits (see Appendix B);

Review of numerous documents, reports, and database descriptions provided
by AMDD (see Appendix A);

Reviews of reports and managed behavioral health contracts from numerous
states and national organizations containing information on outcome and
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performance indicators used in other jurisdictions and/or recommended by
national organizations (see Appendix C for a summary of these);

Review and analysis of paid claims and other utilization data provided from
MHSB, AMDD, and the DPHHS paid claims vendor, Consultec (see the Task
One report);

The input of system stakeholders provided during two sessions of the
Performance Measurement Advisory Group (PMAG) and three different
meeting with the MHOAC,; and

The knowledge of and experience of the TAC team with other state and local
mental health systems.

A summary of the three task reports and the report on necessary conditions is
presented below.

It is important to note that this evaluation and planning project was not an evaluation
of the quality of current services or providers, a set of recommendations to correct
current budgetary problems, nor a specific response to specific AMDD or constituent
identified concerns. The recommendations from this project, if implemented, will
address many of those issues indirectly by providing a blueprint for the improvement
of Montana’s mental health system in the future.

Il.  TASK ONE: ASSESSMENT OF THE MENTAL HEALTH
SERVICES PLAN (MHSP) AND THE MEDICAID
MENTAL HEALTH PROGRAM (MMHP)

The assessment of the MHSP and the MMHP consisted primarily of an analysis of
two existing datasets, i.e., the Consultec Medicaid MHSP paid claims file, and the
Montana State Hospital database maintain by AMDD. These two datasets have
extensive data on multiple variables. However, the paid claims data covers only ten
months of FY 2000 and therefore does not contain sufficient history to make reliable
judgments about future trends. However, some analysis is possible from these
datasets as well as additional data provided by AMDD and other sources (see
Appendix A).

The purpose of Task One was to:

1. Assess the existing datasets and data systems available to the Addictive and
Mental Disorders Division (AMDD) to see if they contain accurate and
consistent information that can be used to describe the characteristics and
track the performance of the public mental health system in Montana;

2. To the extent possible, use existing datasets to describe components of the
public mental health system and assess performance on certain key
indicators; and
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3.

Make recommendations to AMDD relative to the use of existing datasets for
on going monitoring of the system, on new data to be designed and collected,
and on certain service system improvements identified as being needed
through the current analysis.

The Tables and Charts for the Task One Report lead to the following conclusions:

1.

Medicaid enrollment is up 7.62% while growth in users of services is up over
30%. Regions 4 and 5 had the highest enrollment growth while Regions 1
and 2 had the highest growth in the proportion of users of services
(penetration rates).

. MHSP enrollment has remained fairly level at about 4,300, but the number of

users has increased by 17.6% and the percentage of users has increased by
22.64%.

Forty-six percent (46%) of total expenditures go to facility-based or out-of-
home services.

Less than 8% of all service users use 66% of total mental health dollars, 63%
of these being children.

Montana State Hospital (MSH) admissions are increasing, averaging 45 per
month for the last six months of FY 2000 as opposed to an average of 34 per
month in FY 1999.

Lengths of stay at MSH have dropped, from an average of 96 days in FY
1999 to 59 days in FY 2000, although this is still very high. (The average stay
in psychiatric units of Montana general hospitals is 4-7 days.)

Over 80% of admissions to MSH are civil commitments and less than 10%
are forensic commitments.

Of the 2000 heaviest users (i.e., persons who utilized the most amount of
service dollars), 1,256 were youth under 21 years of age. These youth
utilized 52% of all expenditures for all users (child and adult). These youth
utilized 99% of all out-of-home care, 99% of all outpatient hospital resources,
and 30% of all community inpatient care, while receiving less than 45% of the
resources for intensive case management and less than 25% of all
Community Mental Health Center resources.

The conclusions to be drawn from these data are that AMDD has some good data
(although more is needed) and it should be analyzed and used for performance
analysis and planning. There is a need to design new systems for additional
outcome and performance data, e.g., consumer self-report (see Task Two and
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Three reports). The data documents mental health system issues that were also
identified in interviews and document review, i.e., there is too much out-of-home
care and too little community support and wrap around services for both children and
adults, and hospital utilization is too high. Targeting the highest users of services for
these changes would be a good place to start. A change in system design, service
technologies, and oversight processes could result in better outcomes for people
and more efficient use of limited resources.

. TASK TWO: OUTCOMES AND PERFORMANCE
MEASUREMENT

The goal of Task Two was to review Montana’s past efforts and the efforts around
the country regarding outcome and performance measurement to identify both the
process and the measures Montana should utilized in the future to track the system
performance and outcomes for consumers and their families. Due to the unique
history of Montana’s mental health system, TAC recommended a developmental
process beginning with stakeholder input and buy-in followed by a specific
implementation strategy for the Montana AMDD related to developing and
implementing outcome and performance measurement for the Montana public
mental health system. The purpose of the stakeholder input process — the
Performance Management Advisory Group (PMAG) — was to achieve consensus
about and commitment to the overall strategy for outcome and performance
measurement as well as initial outcome and performance indicators that should drive
Montana’s initial data collection and reporting activities.

TAC recommends a process for continuing input by system stakeholders, whether
members of the initial PMAG or others interested in and affected by the outcome
and performance measurement process. The objectives of the on-going stakeholder
input process are the following:

1. Continually reinforce the original policy goals and system performance
expectations of the Mental Health Access Plan (MHAP), link these to a
guality management and quality improvement strategy, and adopt these
principles as the overall context for outcome and performance
measurement;

2. Continue to work with stakeholders to develop a common understanding
of terms, concepts, technologies, and experiences from other states.

3. Forge an organizational and service system culture that supports data
collection and analysis and the use of information for management and
service improvements;

4. Refine the outcome and performance indicators and measures to reflect
policy priorities, agree on instrumentation or data sources (either existing
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or to be developed) to collect data about these measures, and assure
effective implementation of data collection and reporting activities; and

5. Provide input into reporting formats, discuss reports and their implications,
and provide input to the actions that should or will be taken as a result of
the reports received.

As part of the Task Two effort, TAC reviewed Montana’s history regarding outcome
and performance measurement and discussed with PMAG the reasons why these
efforts had not come to fruition. TAC identified a need to begin slowly and take
incremental steps to collect and report data but to do something to get started, to
engage system stakeholders in developing both the indicators and the reporting
processes for measurement processes, and to put outcome and performance
measurement and reporting in the context of a broader more comprehensive quality
management and improvement process. Detailed recommendations and
timeframes regarding how to begin with regional profiling and move into outcome
and performance reporting are included in the Task Two report. Likewise,
recommendations regarding how to conceive of common terms and definitions, how
to assure outcome and performance measurement does not end with reporting but
rather moves into action are also included. Elements of a comprehensive quality
management and improvement process are described in the Task Three report.

It is critical for Montana’s system to develop a culture of collecting, reporting, and
using data. Both provider and state capacity to do so will need to be developed and
supported. In the first instance, data should not be used to punish providers or
individual practitioners for performance or outcomes below expectations. Rather,
data should be used to identify system concerns that need to be addressed to
improve both the process and the outcomes of care. Provider consequences should
come only after attempts to improve have failed or been rejected. A delicate
balance between provider partnership and provider accountability needs to be
achieved for these efforts to be successful.

Both Montana’s history and a synthesis of other state’s and national organizations
experiences and efforts at outcome and performance measurement (see Appendix
C) suggest the following domains and areas of concern for Montana'’s future efforts.
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DOMAIN

CONCERNS

ACCESS - Individuals can easily access AMDD-
funded services quickly and easily.

Network Adequacy
Penetration (User) Rates
Timeliness of Services

APPROPRIATENESS - Services are
appropriate to the individual's needs and goals,
and consistent with professional standards.

Consumers Being in Right Level of Care
Consumer/Family Satisfaction
Consumer/Family Involvement in
Treatment Planning

ADMINISTRATION - Programs and services are
operated in an efficient and accountable manner.

QM/I System Effectiveness
Adequacy of Human Resources
Data Reporting and Use

VALUE/COST - Services provided and
outcomes achieved are at the least cost possible
or are within acceptable cost ranges.

Case Management’s Link to Outcomes
Cost for Services
Cost Shifting

CONSUMER OUTCOMES -- Individuals

experience positive outcomes as a result of
services received.

Consumer Functioning in “Real” Life
Community Tenure

Social Goals (Jail, Housing, Work,
School)

The indicators developed by PMAG for these areas of concern are included in the
Task Two report. Measures or ways of counting data for these indicators will need
to be developed as will methods and tools for collecting this data. This process will
need to be developmental and incremental. The key is to begin.

V. TASK THREE: FINDINGS

The purpose of the Task Three report was to identify current issues within the
Montana Mental Health System and to make system recommendations to address
these issues. This report builds on the Task Two and Three reports and provides
specific recommendations for future system changes. All the information sources
used for this Final Report were used to develop these findings and
recommendations. These recommendations have been informed by meetings and
input with MHOAC. Their input and those of AMDD were invaluable. However, the

findings and recommendations are TAC's alone.

A. Service System Culture and Capacity

The Montana Mental Health system does not currently have a culture and capacity
that lends itself to maximization of resources or services to assure the most benefit
is provided for eligible persons. This culture and capacity issue is evident in the
system’s lack of a consistent, coherent service philosophy, inadequate service array,
and insufficient involvement of consumers and families in service development,

implementation, and evaluation.
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The service array is generally over reliant proportionately on facility or bed based
services, out-of-home placements, traditional outpatient therapies, and relatively
long term day treatment and partial hospitalization. Services that are rehabilitative,
supportive or recovery oriented are underdeveloped. In-home, wrap around,
psychosocial rehabilitation, supported housing, employment services, mobile crisis,
intensive or assertive community treatment (ACT) case management, and peer
operated alternatives are either unavailable or under utilized in many parts of the
state.

B. Service System Organization

The organization of Montana’s service delivery system for adults with serious and
persistent mental illness and children with serious emotional disturbances is more a
creature of recent history than a planned approach to the organization and financing
of quality mental health care for a state’s population. The current state of affairs is a
result of efforts to correct the failed implementation a major system change, i.e.,
managed care. The history and goals of these changes; the current nature of the
system and its lack of a single point of accountability for both client care and
resources; and the state’s attempts to manage the system with limited structural
tools are all important factors in service system organizational issues that need to be
addressed in order for the system to be most effective in service Montanans and in
being accountable for limited resources.

C. Infrastructure and Leadership

The leaders of Montana’s system have managed incredible changes and course
adjustments with very limited human resources and in the face of multiple
expectations in a very short period of time with pretty successful results. They are to
be commended for quick and bold action, attention to the priority issues at hand,
creative solutions for both immediate and longer term issues, and lack of
defensiveness as they are viewed under the microscope by advocates, elected
officials, system constituents, Montana taxpayers and communities, outside
consultants, and national observers. Montana’s system leaders have been reactive
to the overwhelming issues confronting them partly out of necessity. The advisory
processes in existence results in multiple recommendations too numerous and
sometimes too general to have a meaningful impact. It is now time for the system'’s
leaders to complete a strategic planning process that will give the system a vision
and direction for the future. In order to plan and implement such a vision, they will
need adequate staff and resources, data capacity, and quality management and
improvement capabilities system wide.
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D. Resources and Rates

Any system of publicly funded services must analyze the needs of persons for whom
it is required or for whom it chooses to fund care and determine whether the funds it
has available are sufficient to meet those needs. If not, the system has three
options: (a) the expenditure of funds must be adjusted either to encourage the
utilization of lower cost services or to prioritize services for higher need clients; (b)
system leaders must seek additional funds; or (c) difficult decisions about cutting
services or excluding populations must be made. Montana’s system does not have
a systematic way to determine which option is most efficacious and which resources
to adjust and how. The system needs additional resources. AMDD needs to lead a
process to determine the amount of resources needed. Additionally, AMDD needs
to seek the effective utilization of resources outside the mental health system that
are available for system clients.

V. TASK THREE: RECOMMENDATIONS AND
PRIORITIES

The following recommendations are summarized from the complete Task Three
report. The designation of priorities recognizes that not everything can be done at
once and that there is a logical order to the work that will need to be undertaken to
accomplish these recommendations. The prioritization of the recommendations
indicates the order in which each of these recommendations should begin rather
than the relative importance of the recommendation substantively. Therefore, the
words “immediate,” “soon,” and “later” are used to denote this order of
implementation. These words should not be taken literally, but rather should
indicate that some things need to begin as soon as possible, some should begin
shortly thereafter, and others depend on the beginning of the first two or come more
logically after the first two priorities are begun (not necessarily completed).

A. Planning

1. Strategic Planning Process and Document (Immediate) — AMDD should
complete its strategic planning process setting a single vision for the system’s
future, with input from multiple constituencies and endorsement by the MHOAC.
This plan should then guide future funding and system development activities as
well as MHOAC's advisory work.

2. Advisory Input Process (Immediate) — The system'’s advisory multiple processes,
including MHOAC, should be more focused. The multitude of disconnected
recommendations coming from a number of quarters results in frustrations for all.
MHOAC should assist the AMDD and the Mental Health Services Bureau
(MHSB) in setting priorities based on the strategic plan. Then, advisory process
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and recommendations should be focused on the implementation of those
priorities before moving on to additional priorities or recommendations. AMDD
and MHSB should work more closely with the MHOAC to set those priorities and
common direction.

3. Assessing System and Service Needs (Later) — A needs assessment or gap
analysis should be conducted to identify unmet or inadequately met service
needs and the costs associated with meeting those needs. This process should
occur after the system has stabilized further and after the infrastructure changes
have begun in the regions.

B. Structural Changes

1. Regional Structures (Single Points of Clinical and Fiscal Accountability) (Planning
— Immediate; Implementation — Soon) — A single point of financial and clinical
care accountability should be created in each of the five regions of Montana.
These regional structures should be developed from existing providers acting in
networks to the extent that they are interested in doing so or procured if no
existing provider network is interested in developing such a regional structure.
The regional structure should be developed over a multi-year period and should
be responsible initially for managing service planning, then care management
both within the mental health system and with other service systems, and later
the limited available funding (including state hospital resources) available to the
region, in conjunction with regional planning and advisory bodies. These
regional structures should include consumers, families, and community members
as part of their governing bodies. Serious consideration should given to including
addiction services and funding within the responsibility of these structures to
create an integrated regional behavioral healthcare system serving both persons
with mental illness, persons with addictions and person with co-occurring
disorders.

2. Regional Planning and Advisory Councils (Immediate) — There should be a single
state appointed regional planning and advisory body for each of the state’s five
regions. This body should be comprised of a majority of consumers and families
and should relate directly to MHOAC by way of appointments and representation.
These bodies should be responsible for specific input and advice on regional and
state issues as identified by the regional structures and the MHOAC.

3. Roles and Responsibilities within the System (Soon) — The roles and
responsibilities of the state, the regional structures, the providers, and the
regional planning and advisory committees should be clearly defined as
recommended in the body of the Task Three report. Generally, the state should
provide leadership, direction, regulation, funding, and oversight while the regional
structures should be responsible for regional planning and administration of both
care management for clients and funding and credentialing of service providers
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to meet the identified needs within the region within the limited funding available.
Data needs should be addressed by reporting from providers to a single data
system managed by the state either directly or through the regional structures.
These roles and responsibilities should be clarified as the regional structure
system is developed with input from stakeholders.

4. Roles of Consumers and Families (Soon) — The experiences and expertise of
consumers and their families should be utilized at all levels of the system as
decision-makers on governing and advisory bodies, as trainers, as employees,
as peer and alternative service providers, and as system and program
evaluators. It will take support and special efforts to recruit, retain, and support
consumers and their families in all these roles.

C. Service Delivery Changes

1. Defining Levels of Care and Eligible and Priority Populations (Soon) — AMDD,
with input from system stakeholders, should identify priority populations for
services within those eligible for care as an alternative to setting slot limits on
those served. The services needed by these priority populations should be
translated into levels of care that could be pre-authorized depending on the
priority of the person presenting for services and the needs associated with that
level of care. This would keep all current persons eligible for services, but assure
that persons with higher needs or who are higher priorities get services first. It
would also assist the system in identifying unmet or inadequately met needs for
the gap analysis process recommended above.

2. Core Services Array (Immediate) — A core services array that must be available
in all regions of the state and within reasonable time and geographic distances
should be identified and implemented. These core services should focus on
basic psychiatric care along with in-home and wrap around services as well as
rehabilitative and supportive services along with housing and family care options
more than on facility-based or out-of-home care.

3. Service Array for Children and Y outh (Soon) — Additional services for children
should be focused on in-home and wrap around services, including therapeutic
foster care homes and services. A voluntary or mandatory moratorium on the
development of new facility-based treatment settings for children and on out-of-
state placement for children should be implemented. Partial hospitalization and
inpatient services should be minimized. A statewide dialogue about the best way
to approach behavioral needs of children in schools needs to occur. The
interagency agreement dealing with multi-system children should be revised and
reactivated both at the state level and at the local level through the regional
structures described above.
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4. Service Array for Adults (Soon) — Additional services needed for adults include
psychosocial rehabilitation, peer oriented services, employment, and housing
and supportive living options. Crisis services that are mobile, respite, and peer in
nature are also needed. The link between crisis and admission to inpatient
services should be strengthened through the regional structure development
described above. Day treatment services should be shortened and focused on
employment and recovery. Partial hospitalization should be used only for short-
term crisis services to prevent hospitalization. Pre and post booking jail diversion
should be available in all significant population centers.

[NOTE: The additional services for both children and youth and for adults need
to be developed as soon as possible. However, there are so many system
issues preventing this development that this may not be possible quickly. It will
be important for the system to address the planning and structural issues as well
as to identify the core service array and address some financial issues first
before implementing new services. However, the unfolding of this service
development needs to be a considered part of the strategic planning process
described above. Inthe meantime, adjusting rates for rehabilitative and in-home
services and halting development of bed-based services are places to start in
encouraging the development and expansion of appropriate service alternatives.]

5. Utilization Management (Soon) — The current UM contract (with either the current
or a different vendor, depending on performance) should be continued until the
regional structures are in place. Then, consideration should be given to what UM
activities should be statewide and which should be the responsibility of regional
structures. Care management and utilization management should be designed
together into a rational system for controlling service utilization and assuring
persons in need get the right services in the right amounts at the right time.
Retrospective reviews of all services on a spot check basis should be built into
the system as it is redesigned. The levels of care and associated clinical criteria
described earlier should guide both these retrospective reviews and the prior and
concurrent reviews conducted by the UM vendor or the regional structures. Data
from prior and concurrent reviews should be reviewed regularly by state officials.

D. Financial Changes

1. Resource Needs (Soon) — Additional resources are needed both for service
development and for state and local infrastructure. The amount of these
resources should come from the strategic plan setting priorities, timelines, and
approaches to maximizing current resources. Missing core services should be
developed and/or funded for each region before additional services beyond the
core services are addressed.

2. Service Rates (Immediate) — Rates paid for services should be analyzed and
revised to encourage the development of additional or enhanced services in the
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core service array for children and youth and for adults. Specifically, rates for
partial hospitalization should be reduced. Rates for in-home and supportive
services should be increased. Rates for day treatment for adults should be for a
service that is time limited and subject to concurrent review beyond that period of
time. Rates for services should be revisited once the regional structures
described above are in place.

3. Financing Mechanisms (Later) — The funding of the system should be
reexamined in light of the development of regional structures described above.
Once their development has begun, a 1915(6) waiver of federal Medicaid rules or
a Medicaid plan amendment should be considered to allow the state and the
regional structures flexibility in funding and limitations on provider development to
focus on the services the state and regional structures want to fund rather than
the services providers are interested in providing. This waiver should be
designed carefully to prevent the problems with the last Medicaid waiver
implementation. The combining of all financial resources, including those at the
state hospital and state nursing home facility, should be the goal. The latter
resources can be managed by regional structures either through direct transfer of
funds with purchased services from the state as a provider, or through an
allocation of bed days for each region to access. While the financing
mechanisms are critical to the system’s success, they cannot be accomplished
quickly and therefore must develop as the system design unfolds.

4. Resource Management Plan (Soon) — All the resources potentially available for
meeting the needs of adults and children and their families need to be identified
and a plan for maximizing these resources developed, along with identification of
the roles of various system players in seeking these resources. These resources
include but are not limited to housing, public benefits, healthcare, employment,
and educational, and business development services.

E. Functional Changes

1. Quality Management and Improvement (Performance and Outcome Reporting —
Immediate; Additional Activities — Later) — MHSB should develop and begin
implementing a quality management and improvement plan that includes the
elements described in the report. Performance and outcome reporting and
improvements based on these data should be a priority. (See Task Two report).
A human resource development plan should be part of the fully developed QM/I
plan. Best practice development, including work to identify and implement
practice guidelines and models consistent with either evidence or with consensus
about promising practices should be an affirmative part of the QM/I system.
Agreements about the role of regional structures, providers, advisory bodies, and
others should be reached during the regional structure development process.

The Board of Visitors should be reconstituted to operate as a consumer quality
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review team (CQRT) and should be responsible for reviewing all services funded
and provided, not just those provided by the state and the CMHCs.

2. Management Information Systems (Analysis of Current Data — Immediate; Fully
developed MIS — Later) — Management information system development should
focus first on analysis and development of reports from existing data sources to
develop a data-using culture throughout the system of care. The regional report
card described in TAC’s Task Two report should begin to be developed and
disseminated as soon as possible, with changes to the reporting items or format
as discussion of the data occur and additional data are available. Data currently
available from Consultec, the State Hospital reporting data, the UM vendor, and
any other currently collected data set routinely available should be integrated
through some form of common identifiers and analyzed for trends and system
performance. (See for example, TAC's Task One report). A long-range goal
should be to develop a single MIS with single unique client identifiers to which all
information about a client’s care, costs, and outcomes is reported and from which
all financial and all clinical performance and outcome reporting is done.

3. State Functions and Staff (Data Analyst and Services System Planner —
Immediate; QM/I — Soon; Others — Later) — Staff should be added to MHSB
specifically to address the data analysis, service system planning, and QM/I
issues. Later, a contracts specialist/regional structure liaison, a human resource
development specialist, and clerical staff should be added to assure the state
structure is sufficient to oversee the performance of the Montana system of care
and assure high quality outcomes for clients with the most efficient utilization of
resources possible.
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A table depicting all these recommendations by timeframe is set forth below.

IMMEDIATE

SOON

LATER

Strategic Planning
Process and Document
Advisory Input Process
Revisions

Regional Planning and
Advisory Councils
Regional Structures —
Planning

Core Services Array —
Decision, Inventory, and
Plan for Implementation
Selected Service Rate
Increases and Finances
for System Stabilization
QM/l — Performance and
Outcome Reporting

MIS — Data Analysis
State Infrastructure/Staff
— Data Analyst and
Service System Planner

Clarification of Roles and
Responsibilities in System
Regional Structures —
Implementation (Including
Necessary Infrastructure)
Increased Consumer and
Family Role

Defining Levels of Care and
Eligibility and Priority
Populations

Additional Services for
Children (beginning with Core
Services)

Additional Services for Adults
(beginning with Core
Services)

Additional Funding for
Services and Regional and
State Infrastructure
Expansion of Utilization
Management, Including
Establishment of Criteria
Resource Management Plan
— Housing, Vocational,
Education, etc.

State Infrastructure/Staff —
QM/I Specialist

QM/I Activities Including
Human Resource
Development Plan, Practice
Guidelines Development
and Dissemination,
Structure for Taking Action
Introduction of Incentive
Based Financing
Mechanisms; Consideration
of a limited Medicaid
Waiver or State Plan
Amendment

System Wide Needs
Assessment/Gap Analysis
State Infrastructure/Staff —
Human Resource
Development Specialist,
Contracts Specialist
(Regional Structure
Liaison), Clerical/
Administrative Support
Additional Resources for
Additional Services

MIS — Development Single
Comprehensive Data
System

VI. NECESSARY CONDITIONS

In order to accomplish the goals set out by the Montana mental health system
leaders and to implement the recommendations in this report, several conditions are
necessary. First, there must be collaboration, both with the system and externally
with other critical systems. This internal collaboration must come from a desire on
all stakeholders to move beyond the difficulties of the last few years and move
beyond the mistrust and fatigue that have developed because of these difficulties.
Everyone, from state officials to providers to consumers and families, must be willing
to step up to the plate and work once more to take steps to improve the system of
care. Externally, there must be collaborations either initiated or reinstated with other
critical systems such as schools, child welfare systems, juvenile courts, jails and
corrections (both state and locally), vocational rehabilitation and employment
systems, and housing systems. Both Medicaid and the primary health care systems
are also important collaborators if services for Montanans with mental health needs
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are to improve. The Necessary Conditions report describes these necessary
collaborations in some detail.

Second, there must be additional financial resources available for system
stabilization, infrastructure development at both state and regional levels, core
services enhancements, and ultimately additional services development. These
additional resources should be provided in the appropriate order and should be
augmented by the system changes described in the TAC reports in order to assure
the efficient use of limited resources and the appropriate system development and
oversight for the future. These resource needs are described in more detail in the
Necessary Conditions report.

Third, there will need to be legislative action in the form of budget decisions and in
the form of supportive or directive legislation to authorize and provide the resources
for many of the system changes described. These legislative actions also must be
taken in the appropriate order and will require further analysis of existing legislation
to identify the exact wording of bills and amendments to existing Montana law.
Additionally, further work and decisions about the roles of regional structures and the
desired legal status of these structures will be necessary before legislative language
either authorizing selection or establishing authorities can occur. These issues are
discussed in the Necessary Conditions report.

Fourth, there must be a willingness to act (or political will). This requires that state
officials, stakeholders, politicians, and other systems all step up to the plate and act
in concert to improve the system of care for mentally ill and emotionally disturbed
Montanans. This, too, is discussed further in the Necessary Conditions report.

VIl. CONCLUSION

The findings and recommendations described above are explained in more detail in
the complete Final Report following this Executive Summary. The implementation of
these recommendations will assist Montana in improving its system of care for adults
and children with mental health needs and in utilizing limited public dollars in the
most efficient way possible.
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Task One: Assessment of the Mental
Health Services Plan (MHSP) and the
Medicaid Mental Health Program (MMHP)

L. INTRODUCTION

The purpose of Task One, and the Task One report, was to complete three
objectives. These are:

1. Assess the existing datasets and data systems available to the Addictive and
Mental Disorders Division (AMDD) to see if they contain accurate and
consistent information that can be used to describe the characteristics and
track the performance of the public mental health system in Montana;

2. To the extent possible, use existing datasets to describe components of the
public mental health system and assess performance on certain key
indicators; and

3. Make recommendations to AMDD relative to the use of existing datasets for
on going monitoring of the system, on new data to be designed and collected,
and on certain service system improvements identified as being needed
through the current analysis.

In the following sections TAC addresses these three objectives. TAC relied primarily
on two existing datasets; the Consultec Medicaid/MHSP claims file, and the
Montana State Hospital database maintained by the Division. These are the two
datasets that have extensive data on multiple variables. In the case of the

Consultec dataset, the extraction and analysis also required the skill and experience
of a health care economist familiar with Medicaid databases.

ll.  ASSESSMENT OF THE AVAILABILITY, RELIABILITY,
AND CONSISTENCY OF DATA AVAILABLE FOR
SYSTEM EFFECTIVENESS MEASUREMENT

This section of the Task One report addresses the first objective in Task One: to
assess the availability and reliability of existing data sources and databases for
evaluating the current public mental health system in Montana. The questions to be
answered include:
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1. Can existing datasets be used to objectively evaluate some of the key
measures of performance recommended for the public mental health system?

2. How accessible, reliable, and valid are the various datasets for this purpose?

3. What cautions or caveats should be used when using existing datasets to
assess the performance of the current public mental health system?

TAC has acquired and evaluated several existing sources of data to address these
guestions. The following is a summary of our findings.

A. Medicaid Paid Claims Files

Medicaid paid claims data was obtained from Consultec, with the extract containing
data as follows:

Final transaction paid claims with begin service dates on or after 7/1/99
Claims paid through 8/28/00

Mental health claims for Medicaid recipients were included using the claim
allowed indicator (value=7).

Mental health claims were identified for MHSP recipients by claim allowed
indicator (3 or 6) and deprivation code (X1 or S7).

TAC analyzed data for the year with service dates beginning 7/1/99 and ending
6/30/00. A very significant limitation of this data is that claims run-out is not
complete. Montana Medicaid allows a 365-day window for claims submission.
Since the claims file contained claims paid through August 2000, none of the
quarters during this year can be considered fully complete. That is, analyzing the
raw paid claims data without adjusting for completion of the claims run out will
under-estimate paid claims for the any period within this year. In order to estimate
the eventual claims experience for the year, completion factors were developed for
each month of service and each category of service. Using these factors, TAC was
able to produce reasonable estimates of the eventual final claims experience by
month and aggregate service category, which provide a reasonably accurate high-
level view of the service use during the year analyzed.

The lack of maturity in the claims data does introduce limitations that prevent the
presentation of some detailed analyses that would be otherwise useful to examine.
The completion factors allow adjustment to aggregate dollar estimates for
aggregated service categories, but they do not allow us to predict actual use of
services by individuals or individual services. As a result, any analysis examining
the experience of individuals (e.g., average time between services) or specific
service codes could produce misleading and inaccurate results. For certain
analyses, the data were restricted to the period July 1, 1999 to March 31, 2000,
which allowed for some additional detailed estimates.
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The Consultec claims file contains detailed information on every encounter by every
enrolled individual that used Medicaid and/or MHSP mental health services during
the time period.! The Medicaid eligibility category is included?, as well as the age
and primary diagnosis of individuals served. All service types and providers are
coded as well, so that individual service types and provider types can be analyzed
by location, clients served, and services provided. The amount paid for each
encounter is also in the database, so total costs for services, high user analyses,
and other cost analyses can be conducted.

TAC was able to calculate completion factors, so that for some aspects of the
analysis it was possible to estimate a year’s worth of activity rather than just the nine
months covered by the actual claims data.®> Providers report submitting claims
promptly, and also getting paid promptly. Consultec agrees that this is occurring.
TAC’s own analysis concurs — the completion factors seem reliable and relatively
uniform and predictable. For the future, if the completion factors prove to have
accurately predicted the fourth quarter claims paid, then they can be used with some
confidence* by AMDD for much more accurate forecasting of annual expenditures
compared to budget.®> As will be seen in some of the analysis presented below,
there has been quite rapid growth in both utilization and costs over the past year.
While this is obviously no surprise to AMDD, earlier use of the data to forecast
expenditures may have permitted the Division to intervene earlier to correct the
situation.

Again, TAC cautions that nine months of paid claims data, however statistically
reliable, is really insufficient for many types of analyses. Most analysts would prefer
to have at least two years of clean claims data prior to the current period to assure
that the analyses are feasible and correct. With nine months of data, it is difficult to
drill down into smaller data categories, or cells, and still be assured of reliability. For
example, TAC had planned to analyze elapsed times between service events and
average numbers of encounters per episode of care for certain services. These
analyses are currently impossible, because there are too few observations in each
cell, and the time frame for the analysis is too brief for statistical reliability. In future
years, once sufficient data has been collected, AMDD will be able to generate or
receive these reports on a regular basis.

For this reason, most of the indicators extracted from the paid claims data and
discussed below are carried out at relatively high levels of analysis (i.e., state and

; A total of 25,998 unique individual service users are included in the dataset.

There are no discrete eligibility categories for MHSP enrollees, but all other types of claim
information are included for MHSP as well as Medicaid.
% Note: the completion factors work to predict monthly paid claims, but do not work to predict monthly
eligibles and users, Thus, for the analyses of people as opposed to dollars TAC has used the nine
months of hard data available on eligibles and users available in the claims file.

However, two complete years of data are usually necessary to calculate completion factors by
service and provider type that can be used reliably for forecasting.
® TAC will submit information on the completion factors to AMDD in a separate memorandum.
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region, Medicaid and MHSP, adult and child) but not at the level of providers and
service types or distinct eligibility groupings or age sub-categories.

B. Hospital Utilization Data

TAC was supplied with two full years of Montana State Hospital data covering the
period 1998 — 2000. The annual inpatient service databases are linked by unique
client number, so inpatient events can be traced across fiscal years. As with the
Medicaid claims data, there were some initial bugs in transmitting and reading the
data. However, Mary Letang of AMDD was extremely patient and helpful in
correcting certain formulae and report formats, and the data is now in very good
condition for analysis. The Montana State Hospital database includes admission
and discharge date, length of stay, discharge status, admission type, indication of
first admission versus re-admission, the committing county, and certain
demographics such as age, gender, race, and religious preference.

AMDD maintains similar data on the Montana State Nursing Home. TAC did not
analyze that data because it is assumed to be a stable population that would rarely
move back and forth between community services and inpatient status. However,
the database looks to be in as good condition as the Montana State Hospital
database.

Some issues common to public inpatient care patterns frequently complicate
analysis of state hospital databases. For example, average length of stay is one
indicator of how well the hospital is preparing people for discharge, and how well the
community system is working to get people out of the hospital, so it is important that
the average length of stay be calculated correctly. Individuals who are discharged
after a very long length of stay skew the average length of stay calculation. In
addition, individuals who have been admitted during a period but not yet discharged
also skew the average length of stay calculation, since they show zero days of stay.
To correct for these factors, TAC reconfigured the database into 24 monthly
admission cohorts, and calculated length of stay for each cohort. In this way, all
individuals who were admitted before the 24-month period of the dataset were
excluded from the analysis, and all individuals admitted but not yet discharged were
also excluded.

Montana state hospital, like many public psychiatric facilities, has a tri-modal
distribution of hospital episodes. The first group, or mode, includes a substantial
number of admissions that are discharged within three days. These are typically
individuals who are inappropriate for inpatient care and are discharged or leave on
their own volition.® 7 The second group is the typical admission cohort, in which

® It should be noted that the FY ‘99 — 2000 hospital dataset does not list anyone as having been
discharged because they were inappropriate for the facility.

" TAC believes that further assessment of this very short stay group is important. They may use few
hospital days, but they use a lot of resources to process the admission, conduct the admission
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individuals have relatively average acute care lengths of stay.® The third group is

the very long stay cohort. These individuals frequently stay for over 200 days, and a
number have not yet been discharged after almost two years in the hospital. This
group may be evidencing an “institutional syndrome,” in which the hospital become a
place to live rather than a place for treatment. Several studies have shown that after
three months stay it becomes very difficult to effectuate a community placement.

TAC recommends further analysis of the length of stay phenomenon in Montana
State Hospital. One methodology for this analysis is a life table analysis. This is
basically an actuarial approach that can be used to predict the probability of an
individual being discharged based on how long they have already stayed. In a
Massachusetts example, Individuals were found to have very high probabilities of
discharge from day five to day 10 of a hospital stay. From day ten to day 15 the
probabilities of discharge flattened out, and after day 15 the probability of being
discharged started going down. After 30 days in the hospital, individuals were found
to have a greater than 90 percent probability of staying a year in the hospital. This
type of analysis is important because it can show at what point in an episode of
inpatient care it is necessary to effectuate a discharge, lest the individual be at risk
for a very long stay. This methodology can also be used to develop very reliable
forecasts of the number of hospital days needed for a given admission rate per
month or week.

TAC has also been supplied with some general hospital inpatient psychiatric care
data, which was assembled by the Montana Hospital Association. Not all Montana
hospitals participate in supplying data to the Hospital Association, so the dataset is
not complete. Data from out of state hospitals is also not included. Finally, the data
covers only people over 17 years of age, and thus does not provide a good picture
of general hospital psychiatric inpatient care for children and younger adolescents.

TAC did not have access to the hospital database, only the hard copy reports.
However, the information appears useful, and can be compared in some instances
with Montana State Hospital data. It is hoped that the Montana Hospital Association
will continue to provide this useful information.

C. Mountain Pacific Quality Health Foundation Service
Authorization Data

TAC did not use Mountain Pacific Quality Health Foundation’s data as part of this
study. In some jurisdictions it is useful to analyze the frequency with which certain
services are requested for authorization, and the denial rates. High denial rates
could be an indicator of restricted consumer access to certain service types, or could

assessment, etc. In addition, some of the very short stay group might become long stay upon their
next admission. TAC has identified at least four situations in which that occurred during FY 2000.

8 However, as will be described below, Montana State Hospital has very long average lengths of stay
for acute care.
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be an indicator of some service gaps in the community that results in inappropriate
requests for services. An organization’s quality management and improvement
team frequently reviews service authorization and denial rates. However, in the
case of Mountain Pacific Quality Health Foundation the initial information provided
indicated that denial rates were usually less than one percent. With denial rates that
low it would be fruitless to try to reach any conclusions about either restricted service
access or gaps in services in the mental health system in Montana. Additional
information requested about these denial rates and the reason for them was not
provided by Mountain Pacific Quality Health Foundation’s representative.

It is hoped that the new utilization management contractor, First Mental Health, will
have a somewhat greater effect on utilization patterns, and also will provide AMDD
with regular reports of service authorization request and denial rates.

D. Child Residential Care Placement Data

Staff of AMDD maintain a manual database of youth in out-of-home and out of state
placements. Admissions to such programs can be tracked through the service
authorization process, and lengths of stay can ultimately be tracked through the paid
claims file. However, it would typically be three months after a discharge from
residential care before the episode of care would be completely recorded in the
claims file. There is no system or set of systems currently in use in Montana that
could reliably track the number of youth in out of home or out of state placements on
any given day or week.

However, for data this specialized, and covering a very small number of individuals

(= 70 when TAC last reviewed the report), a simple manual database (i.e., Excel or
ACCESS manually maintained as opposed to electronically populated with data from
other systems) is probably sufficient. Because AMDD staff already maintain and
analyze this data, there was no reason for TAC to conduct further analyses of the
data.

E. Other Data Sources

Provider-specific data

TAC surveyed several of the larger mental health center and youth serving agencies
in Montana to see if they collect any information in a consistent manner that could be
useful to AMDD in assessing consumer outcomes and/or system performance. The
responses were consistent: agencies collect and report the data necessary to track
consumers and service encounters, and to produce the necessary billing forms to
get paid (UB 92 and HCFA 1500). They do not routinely or consistently collect or
analyze information on consumer outcomes or provider performance. Nor do they
routinely or consistently collect or analyze information on level of functioning and
acuity (i.e., Multnomah scale, Basis 32, CAFAS, etc.)
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The providers surveyed stated that prior to the implementation of managed care they
were working on implementing the Mental Health Statistics Improvement Project
(MHSIP) report card data. However, since the end of managed care they have not
returned to that effort. As the stakeholder input process recommended in the Task
Two report continues, data for the consumer outcome and system performance
measures, will have to be built into all providers’ data collection and reporting
systems.

Consumer and family satisfaction reports

AMDD has conducted periodic consumer and family satisfaction surveys. These
have been helpful, even though the responses have been somewhat predictable. In
the final Task Two and Task Three reports, TAC recommends some improved
approaches for consumer, family, and provider input and some additional types of
information to be collected through consumer and family self-report.

Qualitative information from key informant interviews, focus groups,

and program site observations

AMDD staff typically use a variety of qualitative sources of information as well as any
available quantitative data to monitor and oversee public mental health activities in
the field. TAC used a similar approach when assessing the Montana public mental
health system for this report and for the Task Two and Three reports. Because of its
direct link to many of TAC’s recommendations, most of the qualitative data collected
and used for the analysis is summarized in the TASK Three report. The importance
of qualitative information should not be underestimated. In fact, quantitative data at
best provides indicators of factors that should be studied further. It is the qualitative
information that supplies informed judgments about how to interpret the quantitative
data. This is the essence of the continuous quality improvement process, in which a
variety of quantitative and qualitative types of data and information are brought
together to provide a complete picture of the events, activities, or results under
consideration.

lIl.  FINDINGS FROM THE DATA COLLECTION AND
ANALYSIS

In this section of the report, some of the findings and observations are presented
about current mental health system characteristics and performance. These are
examples of how existing datasets can be used to assess the current system and to
identify areas for improvement, gap filling, etc. Producing such analyses also helps
to identify further analyses that could be conducted from existing data, and also
identify new types of data that are important but not currently available.
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A. Indicators from the Consultec Paid Claims File

As is well known in Montana, the Medicaid and MHSP programs have grown
significantly since the end of managed care. This is true for many variables,
including eligibles, users, and paid claims for services.

In Table 1 TAC displays the growth in Medicaid eligibles and users per month. For
example, monthly eligibility has grown by 7.62 percent in the nine-month period from
July 1999 to March 2000. Monthly total users (those receiving at least one service
encounter) increased 30.18 percent in the same time period. Eligibility as a
percentage of total population went up by 7.62 percent, while users as a percent of
eligibles went up by 26.09 percent.

Similar information about the MHSP eligible population is displayed in Table 1A.
MHSP eligible enroliment levels have stayed relatively constant, averaging about
4,300 per month for the period July 1999 to June 2000. MHSP enrollment as a
proportion of the total Montana population has also remained constant, at about one
half of one percent. However, as with the Medicaid population, both the absolute
number and the percentage of users have gone up. For MHSP, the number of users
has grown by over 17 percent, and the percent of eligibles that use services has
increased by 22.64 percent.

MHSP eligibility does not have the same meaning as Medicaid eligibility. For
Medicaid, eligibility is based on financial eligibility for categorical assistance (i.e.,
SSI, TANF, Medically Needy Spend-Down, etc.) and not on any specific diagnosis or
level of functioning. As shown in Table 3 below, between eight percent and 16
percent of Medicaid eligibles actually use mental health services. For MHSP,
eligibility is based on financial need (income less than 150 percent of the federal
poverty level) and on meeting the clinical criteria for serious emotional disability or
serious mental iliness. Thus, MHSP eligibles by definition are in need of mental
health services as a condition of eligibility.

Given the eligibility requirements for MHSP, one might expect utilization to exceed
the current level of slightly less than 60 percent. This is an issue that could receive
further study through the quality management/improvement process. Additional
analysis of MHSP data is possible, but will require some additional data extracts and
linkage between the MHSP enrollment database and the Consultec paid claims files.

Table 2 displays the same information by region by month. This shows that while
Medicaid eligibility has grown the fastest in Northwestern Montana (Region 5), use
rates have grown the fastest in Eastern (Region 1) and North Central Montana
(Region 2.) This is an example of a situation in which data provides an indicator of
something that varies across the state, but does not provide an explanation of why
that is happening. Further analysis will have to be conducted to see why these
differences occur, and whether they make any difference.
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Table 3 shows the growth of Medicaid eligibles and users by age. It is interesting,
but perhaps not significant, that most of the growth in eligibles has been accounted
for by youth (15.83 percent growth for under 19, less than %2 percent for the 19— 21
age group, and shrinkage of over 2 percent on the 22 and over group) while at the
same time the growth in users was higher for the 22 and over group (34.66 percent
growth for the 22 and over group, and 24.75 percent growth for the under 19 group.)
Table 3 also shows penetration rates, or users as a percent of eligibles. Penetration
rates of 8.4% percent for youth are about consistent with national patterns. The
penetration rates for adults of almost 16 percent are quite high when compared to
national averages. High penetration rates are usually an indicator of good outreach
and facilitated access to services. However, as with above, it may be an indicator of
access that is too easy because of the addition of new mental health centers to the
provider community or some other reasons.

Table 4 shows the growth in spending per capita and per user for the 12 month time
period. Per capita expenditures have increased by 28.9 percent, and per user
expenditures have increased by 24 percent. Table 5 shows the same information by
Medicaid and MHSP and by Region. Table 5 shows that South Central Montana
(Region 3) and Southwestern Montana (Region 4) have the highest overall per
capita spending, the highest per capita MHSP spending, and the highest Medicaid
spending per eligible and per user. As with the regional variations noted above,
additional analysis will have to be completed to understand why these variations
occur and whether they matter to the system.

The obvious conclusion from the above data is that access and use rates for
services have increased much more quickly than have eligibility rates. This may be
an expression of pent up demand for services from the managed care era. It may
also be an indication of much easier access to newly certified mental health center
providers. In either case, it goes a long way towards explaining why service costs
have exceeded the budget during the current fiscal period.

Charts A and B show the monthly rates of growth in Medicaid and MHSP
expenditures for the current fiscal year. Table 6 provides the detailed back-up data
for these charts. In the period from last July until June 2000, total monthly expenses
increased by almost 29 percent. As can be seen in Chart B, Medicaid expenditures
grew by 25.94 percent, while MHSP expenditures grew by 41.67 percent. In
Medicaid, the growth rate for facility’ expenditures was 16.4 percent, and for
medical'® expenditures was 30.52 percent. In MHSP (which does not cover inpatient
facility services) the growth in medical expenditures was 43.2 percent, while the
growth in drug expenditures was 36.3 percent. It should be noted that although the
growth rates in MHSP were higher, MHSP represents just over 16 percent of total
expenditures, while Medicaid comprises just under 84 percent of the expenditures.

° See Table 3 — “Facility” refers to UB 92 claims, which include inpatient and hospital-based
?outpatient services plus residential treatment services.

See Table 3 — “Medical” refers to HCFA 1500 claims, which include mental health center claims
therapeutic group homes and therapeutic foster care.

Improving Montana’'s Mental Health System — Final Report
The Technical Assistance Collaborative, Inc. Page 24



Thus, the smaller growth rates in Medicaid actually account for a much higher
proportion of overall expenditure increases.

Given the limitations of the Medicaid/MHSP dataset, it is not possible to conduct
valid analyses at a greater level of detail than the above. When more data is
available, and when the data covers a longer time period, it will be possible to isolate
discrete factors (i.e., growth in MHSP child/adolescent service costs) that may have
a significant effect on the patterns of growth in expenditures. This is the type of
specialized analysis that AMDD should be able to accomplish with ease in the
future.

The only clear pattern shown in the expenditure analyses is that monthly
expenditures are going up. As noted above, this is likely to reflect pent up demand
from when the system was under managed care, and also the entrance of new
providers into the system. Other factors may include the effect of moving from a
system in which inpatient services were tightly managed to a system in which
virtually all admissions are approved, and the fact that there are no current

incentives to either prevent admissions or to get people out of the hospital. These
issues are discussed in more detalil in the Task Three report and clearly are issues
that AMDD should continue to track while a more cohesive community based system
of care is developed, and First Health begins to manage utilization more closely.

Perhaps the most important analysis from this Table is the proportion of funds paid
for out-of-home services as opposed to community-based services. Forty-six
percent of the total annual expenditures are for four out- of- home type service
categories: residential treatment, inpatient hospital, therapeutic group homes, and
therapeutic foster care. This is a very high proportion of overall expenditures for
facility-based services.

Table 7 shows expenditures for both UB 92 facility claims and for HCFA 1500
medical claims. As can be seen from the data, several inpatient and facility-based
or out- of- home residential services are among the top providers. In fact, 46
percent of the total expenditures go for facility-based or out- of- home services. This
is a relatively high percentage, and reflects the need to develop more community-
based alternatives. Additional information on this topic is included in the Task Three
report.

Table 8 shows a ranking of expenditures by procedure code for medical claims (UB
92 facilities do not use the same procedure codes, and were reported in Table 3),
and substantiates the analysis of provider type expenditures in Table 7. First on the
list is therapeutic group home-intensive, with 8.24 percent of the expenditures.
Intensive case management for adults and youth are the next two, followed closely
by insight-oriented treatment. Day treatment for youth and adults rank 8" and 9",
respectively. Community-based psychiatric rehabilitation is ranked number 12, with
1.41 percent of the total resources. These rankings may be indicators of some
misalignment of service resources in the community. For example, in a preferred
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model community service system one would hope to see greater expenditures for
intensive case management than for residential treatment services. In a similar
manner, the expenditures for community psychiatric rehabilitation services would be
substantially higher than expenditures for insight oriented therapy. These indicators,
in combination with the high expenditures for facility-based services highlighted
above, point to a relatively traditional public mental health service system that has
gaps in preferred models such as family centered systems of care for youth and in
recovery oriented approaches for adults. The Task Three report emphasizes this
point, and adds a substantial amount of detail about the services and system
changes needed to implement these changes.

TAC has received additional data analyses that will support more detailed analysis
of heavy users of services in the Montana public mental health system. A first cut
of the data shows that less than 8 percent of all service users (2,000 of 25,998) use
66 percent, or over $51 million of the total dollars spent for mental health services.
63 percent of these heavy users are children, and 37 percent are adults.** Of the
2,000 heavy users, the lowest total paid claims is $8,000, and the highest is over
$115,000. Hospital and out of home placements account for over 62 percent of the
heavy user expenditures.

TAC conducted a separate analysis of the 1,256 youth (21 and under) of the 2,000
total heavy users of Medicaid/MHSP resources. These youth in one year have used
an estimated $41 million of combined Medicaid and MHSP expenditures, or 52
percent of the total estimated expenditures for all Medicaid MHSP enrollees or $79
million. Youth in this group have used 99% of therapeutic group home care, 99% of
residential treatment and 99% of therapeutic group home expenditures. Clearly, if
Montana is to control costs and re-deploy resources in these high cost service
areas, the group of 1,256 youth would have to be targeted for alternative services.
These 1,256 youth also use 97% of the total outpatient hospital resources, most
likely for partial hospital services. Almost 30% of all inpatient hospital (excluding
Montana State Hospital) expenditures are for these youth.

It is interesting to note that these heavy user youth comprise less than 45% of
intensive case management resources for youth, and less than 25% of all
Community Mental Health Center resources. These data need much further study.
However, they suggest that more expensive and less community integrated service
models (i.e., group home and partial hospital) are being overused, while intensive
case management and Community Mental Health Services provided in more normal
community settings may be underused.

Tables 10, 11, and 12 contain summaries of the data for this special study. This
type of focused study of subsets of consumers or services is an example of the type
of studies that could be conducted by AMDD on a regular basis if the data were
made available in appropriate formats, and if AMDD has staff to conduct the
analyses.

1 Reminder: youth 21 and under comprise about 42% of total Medicaid MHSP enroliment.
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B. Montana State Hospital Data

In the 24-month period from July 1998 through June 2000, Montana State Hospital
has admitted 872 individuals, and discharged 805 of those individuals.*?> The
average number of admissions per month has been 36.33, and the average
discharges per month of the admission cohort have been 33.38. One issue related
to management of state hospital beds is a phenomenon known as “silting up.” TAC
strongly dislikes this term, but it does describe common experience that over time
hospital beds get filled with people who don't leave, resulting in fewer and fewer
beds for acute care. Over the past two years it appears that Montana state hospital
has been de facto converting about three beds per month to long term residential
care. This phenomenon is ironic, because even when admissions and average
lengths of stay go down, beds available for acute care can still be reduced over time.

In the '98 — '99 time period, 50 of the admissions, or 9.9 percent of all admissions,
were readmissions during the same year time period. In the 99 — 2000 time frame
there were 54 re-admissions, or 11.66 percent of all admissions. This is not a
particularly high readmission rate for either year. Some of the readmissions came
within 30 days of the previous discharge, but this is not the typical pattern.
Readmissions are always a concern, and should be monitored closely.

Admissions to Montana State Hospital have been going up somewhat, averaging 34
per month during ‘98 — '99, and now averaging 45 per month for the last six months
of FY ‘99 — 2000. However, the average length of stay on admission has been
reduced from an average of 96 days during FY '98 —'99 to an average of 59 days in
FY 99 — 2000. These are still very long lengths of stay. For example, in the private
hospital data supplied by the Montana Hospital Association, the average lengths of
stay are in the four to seven day range. This is very consistent with national general
hospital lengths of stay for psychiatric inpatient care. In most states, the expected
length of stay for an individual involuntarily committed to a public mental hospital is
10 to 15 days. Montana’s average length of stay is more than four times higher than
that. Clearly, this is another factor that explains the high bed days and high census
now being experienced in Montana State Hospital.

From the hospital data supplied to TAC, just fewer than 80 percent of the admissions
were routine civil commitments, and under 10 percent were for all types of forensic
commitments. Thus, it does not appear that forensic admissions are causing the
long lengths of stay. As noted earlier, TAC has adjusted the data to exclude very
long stay individuals from the calculations, so there is not a mathematical skewing
effect from those types of lengths of stay. Also from the data it appears that over 50
percent of the discharges are general discharges to the community as opposed to
group homes, etc. Thus, for more than half of the discharges waiting for a group

12 As discussed in Section II, TAC has created admission cohorts for each of the 24 months
represented in this analysis. Individuals admitted before July 1, 1998 is not included in the analysis,
even if they were discharged during the '98 — 00 time frame.
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home or other type of facility does not appear to be slowing down the discharge
process. TAC also notes that only a small number are discharged on conditional
release (seven of 463 discharges in 99 - 2000.) Some patrticipants in Montana have
suggested that conditional release would be a useful mechanism to get more people
out of the hospital sooner.

Chart C, D, and E show the monthly trends in admissions, lengths of stay, and bed
days used for the 24 admission cohorts. Table 9 provides the numerical detail for
these Charts. Monthly average bed days have gone from 3,087.27 in the '98 — '99
period to 1,997 in the 99 — 2000 period. The 37,045 bed days used by the 12
admission cohorts in the '98 — '99 period amounts to just over 101 beds, while the
23,964 bed days used by the '99 — 2000 admission cohorts amounts to just under 66
beds.'® This is more evidence that beds are likely to be slowly and inadvertently
being converted from acute to long stay. If this were not the case, the census of the
hospital would be able to be much lower than it currently is.

In general, the Montana State Hospital data confirm the general conclusions
reached from the Medicaid/MHSP claims data: that Montana has a relatively
traditional public mental health system with long hospital lengths of stay and few
community resources that are specifically designed to prevent crises and
hospitalizations, and to get people out of the hospital as quickly and effectively as
possible. Further, as noted in this report and in the Task Three report, there are
currently no real incentives for community providers to keep people out of the
hospital, or to get them out quickly if they are admitted. In addition, the lack of a
single point of accountability for individuals in the system makes it both easy and
likely that people will fall through the cracks and end up in crisis and on a pathway to
being hospitalized.

V. CONCLUSIONS AND RECOMMENDATIONS

A. Usefulness of the Data

The first question is: are the existing datasets useful for describing system
characteristics and for tracking certain performance indicators. The answer is a
qualified yes. The Montana State Hospital database is appears to be complete and
accurate, and is useful for tracking key indicators such as admissions, readmissions,
lengths of stay, and bed day utilization. The admitting County is included in the
dataset, so regional comparisons of admissions and bed day utilization can be
accomplished, and the state hospital data can be arrayed with other types of data to
develop regional profiles and related analyses.

13 Note: the 99 — 2000 period should be re-examined in the near future. Many of the individuals in
the admission cohorts for that time period who had not yet been discharged at the time of the study
will be discharged by now or soon, and thus the bed day calculations for their individual stays can be
added to the overall bed day analysis.
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The Consultec claims data also appears to be complete and accurate, and is useful
for a variety of analyses of performance factors, such as penetration rates, elapsed
times between service encounters, resource allocation, and patterns of service
delivery. These data will become more useful for specialized analyses and financial
forecasting over time.

There are naturally a number of key data elements that are currently missing from
any system currently available to AMDD. These include level of functioning and
acuity, consumer focused outcome measures (see the Task Two report) and
consumer self-report of satisfaction, choice, quality of life, and health and mental
health status. Capacity to collect and report these types of data will have to be
developed, and will have to be integrated as much as possible into existing data
systems. In the Task Two report, TAC makes specific recommendations about data
for regional profiles and for outcome and performance measures. In the Task Three
report, TAC recommends specific actions regarding analysis of data and
development of a single integrated data system. These recommendations will
affect provider data collection and reporting as well as that of the Division.

TAC also notes, as has been more fully described in the Task Three report, that
AMDD has certain issues with regard to data collection and analysis. The firstis
that there are inadequate links between the various databases, which makes
analysis and interpretation more difficult. Second, AMDD lacks sufficient skilled
personnel to integrate data from many different sources, analyze and interpret the
data, produce routine reports for management decision support, and conduct special
studies when necessary. Correcting both of these issues will significantly improve
the Division’s capabilities to conduct quality management and quality improvement
functions, and to provide information to oversight agencies, the Legislature, and the
general public.

Finally, TAC hopes that AMDD will now use the two major datasets addressed in this
report for on-going system monitoring and decision support. It seems particularly
important to assure that the Medicaid/MHSP claims database continue to be up-
dated and used, now that the initial work of preparing the database for analysis has
been completed. Once a baseline of indicators from that data has been established,
it will be both possible and productive to track those indicators over time.

B. Identification of Service System Issues and
Recommendations for Change

TAC has noted a number of key issues to be addressed in the current service
system. The most important of these initially will be (a) to develop practice
guidelines for services for youth and adults in the community, and to convert more
traditional models and the resources associated with them to new community
service approaches, as described in the Task Three report; and (b) to address the
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high utilization and census of Montana State Hospital. The First Health pre-
admission screening and authorization function should assist somewhat in this latter
effort, but there is much work to be done in the community to provide viable
alternatives to hospitalization, to prevent crises from occurring in the first place, and
to get people out of the hospital quickly before they become “new long stay”
residents of the facility. The Task Three report provides a number of
recommendations for implementing strategies to address both (a) and (b) above and
for addressing the data analysis and management information system issues.
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Task Two: Outcome and Performance
Measurement

l. INTRODUCTION

This report constitutes the first deliverable from the Technical Assistance
Collaborative, Inc. (TAC) to the Montana Addictive and Mental Disorders Division
(AMDD) of the Department of Public Health and Human Services (DPHHS) under
the current mental health system evaluation and planning project. This report is the
final product for Task Two of this project. The report is based on the following
primary sources of information:

Interviews and program observations conducted by TAC senior staff during
several on-site visits;

Review of numerous documents, reports, and database descriptions provided
by AMDD;

Reviews of reports and managed behavioral health contracts from numerous
states and national organizations containing information on outcome and
performance indicators used in other jurisdictions and/or recommended by
national organizations (see Appendix A for a summary of these);

The knowledge of and experience of the TAC team with other state and local
mental health systems; and the input of system stakeholders provided during
two sessions of the Performance Measurement Advisory Group (PMAG),
convened by the Mental Health Services Bureau at TAC's request for this
purpose. The minutes of these two meetings are available from MHSB; and
The Mental Health Oversight and Advisory Council (MHOAC)
recommendations and input at three of their meetings at which TAC was
present and presented information about this project.

In its initial Task Two report, TAC recommended a developmental process beginning
with stakeholder input and buy-in followed by a specific implementation strategy for
the Montana AMDD related to developing and implementing outcome and
performance measurement for the Montana public mental health system. The
purpose of the stakeholder input process — the PMAG — was to achieve consensus
about and commitment to the overall strategy for outcome and performance
measurement as well as initial outcome and performance indicators that should drive
Montana’s initial data collection and reporting activities.

TAC recommends a process for continuing input by system stakeholders, whether
members of the initial PMAG or others interested in and affected by the outcome
and performance measurement process. The objectives of the on-going stakeholder
input process are the following:
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1. Continually reinforce the original policy goals and system performance
expectations of the Mental Health Access Plan (MHAP), link these to a quality
management and quality improvement strategy, and adopt these principles as
the overall context for outcome and performance measurement;

2. Continue to work with stakeholders to develop a common understanding of
terms, concepts, technologies, and experiences from other states.

3. Forge an organizational and service system culture that supports data
collection and analysis and the use of information for management and
service improvements;

4. Refine the outcome and performance indicators and measures to reflect
policy priorities, agree on instrumentation or data sources (either existing or to
be developed) to collect data about these measures, and assure effective
implementation of data collection and reporting activities; and

5. Provide input into reporting formats, discuss reports and their implications,
and provide input to the actions that should or will be taken as a result of the
reports received.

This recommended developmental and stakeholder input process is based on TAC’s
assessment of the status of outcome measurement in Montana. Although there
have been several efforts over the past several years to develop outcome and
performance measures, there has been no consistent implementation or follow
through on these efforts. The actual indicators and measures proposed under the
various efforts are quite consistent with those proposed and/or implemented in many
other jurisdictions. The fact that these efforts have not been implemented are
evidence that: (a) there is not a common understanding among all stakeholders
about the technology and process of outcome and performance measurement; (b)
there is not consensus about what should be measured and how measurement and
reporting should occur; (c) there is not yet a real commitment to the value of
measuring performance and outcomes compared to the effort required to
accomplish it; and/or (d) there are concerns among stakeholders, particularly
providers, about how outcome and performance information will be used.

Despite AMDD’s efforts over the past eight to ten years to implement reliable and
consistent data collection and reporting in support of outcome and performance
measurement, it is clear that there is not a well-developed culture of using data for
management or data for quality improvement in the Montana public mental health
field. Given this lack of culture and experience with the use of consistently collected
and analyzed data for management, TAC does not believe that any strategy for
measuring outcomes and performance among providers should be imposed
immediately and from above. Further, given that AMDD has made a serious effort to
improve relations and maintain communications with stakeholders since the end of
the Montana Community Partners (MCP) contract, it would be inconsistent and
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disruptive at this point to take any unilateral action to implement outcome and
performance measurement requirements before stakeholder input is heard and
considered.

This is particularly true because the state-of-the-art in outcome and performance
measurement in the public mental health field remains in the developmental stages.
Managed mental health care continues to evolve rapidly in both the public and
private sector. States and other purchasing organizations continue to refine their
delivery systems and models of care, and data processing, claims payment, and
outcome and performance measurement tools are rapidly becoming more
sophisticated. Even established systems such as Massachusetts and lowa continue
to amend and modify their outcome and performance indicators and targets with the
managed care organizations and with their provider network. These developments
are taking place at the same time as provider organizations and networks, especially
the providers serving public sector clients, struggle with budget constraints; staff
recruitment and turnover; mounting demands from managed care organizations and
state regulators; and minimal rate increases. Similarly, Montana should see this
effort as a developmental process to begin now and continue as the regional
structures and other recommendations discussed in TAC's Task Three report are
designed and implemented.

Although the technology of outcome and performance measurement and related
management systems has improved significantly in recent years, there is still little
empirical evidence about the effectiveness of either managed care approaches
(other than to decrease costs and inpatient utilization while increasing access, crisis
services and sometimes rehabilitative and in-home services, if systems are designed
with these specific goals) or about the tools and measures employed to assess
these initiatives. Thus, each state embarking on the course of managing care and
measuring outcomes does so with limited experience from other jurisdictions on
which to build, and no “pat answer” about the best way to proceed. This lack of
empirical evidence is compounded by the fact that each state’s mental health
system is unigue, and comparisons among state systems are difficult and unreliable.
Much can be learned from current practices and experiences in the field, especially
the work of the MHSIP, NASMHPD and ACMHA efforts (see Appendix A), but these
still must be tailored to Montana values, resources, and priorities.

Thus, the stakeholder input and buy-in strategy, and the implementation process
begun and recommended to be continued is intended to link the best of what has
been learned about outcome and performance measurement in the public mental
health field with the unique history, values, and priorities of the public mental health
system in Montana. What is important is to begin, and to begin with a commitment
to continue the developmental process, including the changes and incentives (and if
necessary sanctions) needed to collect and analyze data and use it to improve the
system of care toward agreed upon goals and expectations.
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ll. ~ MONTANA’S PREVIOUS EFFORTS

Montana’'s Department of Public Health and Human Services and the Addictive and
Mental Disorders Division and Mental Health Services Bureau have emphasized the
importance of outcome and performance measurement for many years. For
example, prior to the implementation of the Mental Health Access Plan (MHAP),
AMDD published Principles for Practice for Community Service Providers. This
document includes 22 outcome statements related to individual consumer outcomes,
and an additional nine agency functions defined as supporting individual outcomes.
Categories of outcomes defined for consumers include:

Community membership;

Relationships;

Dignity, self-worth, and individual rights;
Individual choice and decision-making;
Health and safety; and

Promoting well-being, comfort, and security.

Provider agency administrative categories include:

Promoting sound management and good practice;
Assuring the integrity of the public mental health delivery system; and
Assuring Medicaid compliance.

In addition, a number of provider and system performance indicators are listed,
including:**

Access to services;

Waiting times;

24-hour availability;

Inpatient admissions;

Service penetration rates; and
Stakeholder participation.

More recently, as part of the implementation of the MHAP, AMDD prepared a report
on Quality Assurance Measurement. This report specifies that the performance of
Montana Community Partners, the managed care contractor, will be measured in
five categories:

Access to services;

Appropriateness of services;

Clinical indicators and member outcomes;
Stakeholder satisfaction; and

1 Note: the following is a representative sample of the total number of indicators listed.
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Program administration.

As part of this quality management effort, Montana contracted with Health
Management Associates (HMA) to independently administer consumer satisfaction
assessments.

The above information provides positive examples of Montana’s commitment to
outcome and performance measurement. They are also fully consistent with the
state of the art in consumer outcome and performance measurement as part of a
larger quality management and improvement process. In fact, the consumer
outcome categories included in the Principles for Practice report are consumer
driven and recovery oriented in a manner consistent with the Mental Health Statistics
Improvement Project (MHSIP) Report Card and with modern recovery principles.
Further, the performance indicators adopted for the MHAP quality monitoring
process are very similar to those used by many states and recommended by
national organizations for performance measurement in managed systems of care
(see Appendix A.)

Recently, AMDD leadership has been outlining a new strategic Mental Health Plan:
Directing Public Mental Health Services into the 21" Century. AMDD intends to use
this plan to further emphasize the importance of specific outcome and performance
measurement activities linked with quality management and quality improvement
practices. In fact, one function of this report is to stimulate stakeholder input and
consensus building related to outcome and performance measures to be included in
that strategic plan. The completion of this strategic plan, with input from system
stakeholders and endorsement by the Mental Health Oversight and Advisory
Committee (MHOAC), is a key recommendation in TAC'’s Task Three report.

. TAC'S STRATEGIC RECOMMENDATIONS

A. Adopt a Montana-Specific Policy and Quality
Management/Quality Improvement Context as a Basis
for Outcome and Performance Measurement

As noted above, AMDD and MHSB and the Addictive and Mental Disorders Division
defined some specific goals and objectives for the original Mental Health Access
Plan that became the basis for the MCP managed care initiative. These include:

1. Have a system in which rational treatment decisions are made according to
the needs of the individual being treated and which is adaptable, taking into
account the changing needs of the individual and the full range of available
treatments.
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2. Offer a prospect of a more complete continuum of care with rapid
development of alternative and innovative treatment settings and modalities
as new needs and opportunities are identified and as scientific knowledge
progresses.

3. Allow the state to predict expenditures and demonstrate that tax money is
being spent on effective services.

4. Produce an integrated service system across the state, with timely access to
a coherent continuum of services for all Montanans who are eligible for and in
need of mental health services.

5. Offer continuity of services across settings, and those services must be of
known, high, uniform, and improving quality.

6. Include meaningful dialogue with and participation by consumers, family
members, advocacy groups, and providers in design, implementation,
evaluation, and monitoring.

These goals and objectives for the Montana public mental health system are
important because they provide a policy context for measuring consumer outcomes
and provider and system performance. There is a well-known adage in the field that
states: “What you measure is what you get.”*® This means that whatever outcome
and performance indicators are adopted and measured should be consistent with
the policies, objectives, and values of the state leadership and system stakeholders.
The outcome and performance measures recommended by the PMAG and
recommended in this report by TAC do reflect these policies, objectives and values.

Second, it is important for all stakeholders to know and understand how indicators of
outcomes and performance will be used. What does a certain level of performance
on a given indicator mean? How can levels of performance be compared across
providers that may be serving consumers with different levels of need? Will the
information be used to sanction some providers and reward others, or will it be used
to make all components of the system more effective? These are legitimate
guestions, and they arise in every jurisdiction that starts to move away from process
measurement and towards outcome and performance measurement. This is why
TAC so strongly emphasizes the role of quality management (QM) and quality
improvement (Ql). The policies and priorities of Montana officials and stakeholders
answer the question of what to measure; the QM/I process defines how the
information collected will be used to constantly improve the quality and effectiveness
of the Montana public mental health system. The QM/I functions are described in
detail in the next section of this Report, and a comprehensive QM/I plan and system
is recommended by TAC in its Task Three report.

%1t is also a complementary adage that “What you report is what you get with enthusiasm.” Hence,
the suggested regional profiling and outcome and performance indicator reporting recommended later
in this paper.
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Third, it is important for Montana to adopt some clear principles for selecting the first
few outcome and performance measures to be used. Discussions among
stakeholders about outcome and performance measures can become infinitely
complicated in a very short period of time. What a system and its stakeholders want
to measure and the technology and capacity to do so often quickly diverge. Clear
selection and implementation principles and criteria can assist AMDD to keep the
stakeholder discussion process focused and limited in its scope and the
implementation process as effective as possible, with the likelihood of early success
upon which to build later.

Such criteria could include:

The measures selected should be uni-dimensional — that is, they will measure
one and only one variable at a time, and the variable is not dependent on or
significantly modified by any other variables.

The measurement activity should require a minimum of extra work from
stakeholders, especially providers. That is, no one should immediately have to
conduct special studies, carry out discrete surveys, or do manual searches of
medical records or other files to produce a report without the time to incorporate
these requirements into daily operations and data collection activities.

Once outcome and performance indicators and measures are selected and
tested, with assistance for providers to meet the reporting requirements, accurate
and timely data collection and reporting should be a condition of receipt of public
funding for mental health services.

Experience in other jurisdictions indicates that outcome and performance
measurement will be developmental. Therefore, the process should be on-going
and will result in continuing refinements in definitions, measurement tools, and
assessment of the validity and reliability of the specific data collected and
reported.

The selected indicators and measures should be directly related to priorities
identified by Montana officials and other stakeholders as being relevant to policy
objectives and Montana values and resources.

The selected measures should reflect some of the key concerns in the Montana
landscape, such as access to services in rural areas, placement of children in 24-
hour programs and/or out-of-state programs, and/or use of alternative programs
enabled by the flexibility in Medicaid rehabilitation option and/or waivers.

The reporting of data about outcome and performance measures should be
utilized first to identify system issues and take system wide actions to improve
system performance and system impacts on client outcomes. Eventually, when
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outcome and performance indicators are refined and measurement processes
are satisfactory, and with plenty of notice and time for preparation, data reporting
by providers or by practitioners should be considered to assist providers and
practitioners to compare their performance to that of others similarly situated and
to improve their performance to the benefit of consumer outcomes.

Reporting by regions should occur immediately and continue as the
recommended regional structures are developed. Eventually, regional reporting
should be the basis for decisions about regional funding and other system
opportunities.

B. Use Consistent Definitions of Terms

One barrier to successful implementation of outcome and performance
measurement and improvement activities has been the lack of common
understanding about the meanings of terms. Because of the proliferation of the
Continuous Quality Improvement (CQI) or Total Quality Management (TQM)
programs, the accompanying terms can carry very different meanings in different
settings. Therefore, selecting terms and definitions to be used consistently in
Montana will enhance the stakeholder dialogue and the usefulness of the outcome
and performance measurement process.

Another reason to clarify the terms is that consistent application and use of the terms
are important building blocks to the establishment of a working “culture” in which alll
stakeholders become increasingly comfortable with data in the evaluation of service
delivery systems. When all parties speak from the same understanding of key
concepts such as performance indicators, measures of effectiveness and access,
the level of discussion about important issues can be raised to a higher level beyond
the anecdotal accounts and generalized criticism that often occur in public debate
about behavioral health care.

In order to fulfill its statutory mandates, AMDD must assure the following:

That services are minimally adequate so that persons served are not harmed
(quality assurance);

That services produce expected good results for individuals and communities
(consumer outcomes);

That the system performs in expected effective ways (quality management);
and

That services, administrative processes and staff are constantly improving and
learning new and better ways to do business and deliver services (quality
improvement).
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While quality assurance is absolutely critical, it is not sufficient. Quality
assurance (QA) relates to the establishment of minimum requirements, monitoring
processes of the delivery of care, identification of problems, and investigation of
those problems or incidents. Quality assurance includes activities such as
licensure and certification of providers (both individual and organizations),
accreditation of providers, and investigations of allegations of fraud, abuse, and
neglect.

Establishing and managing to expected performance standards (including but not
limited to contract compliance) is crucial but is also not sufficient. The activities of
guality management include identification of required performance and
confirmation that the delivery system is performing at or above the required levels.
Quality management (QM) includes, but is not limited to, quality assurance
activities. Helping providers and the service delivery system as a whole manage to
identify expected results is the goal of quality management. Activities associated
with quality management include measuring, reporting and acting on identified
outcome and performance indicators.

Recognizing that human endeavors can always improve, the State of Montana
should take the lead in setting a tone of learning, trying new approaches, and
providing leadership to work in partnership with all parts of the system to constantly
find ways to get better — both clinically and administratively. These characteristics
make up the “culture” in which care is delivered. These activities form the
cornerstone of a true high quality system. To accomplish this, therefore, the State of
Montana must be committed to quality management processes and activities
(including quality assurance) and to constant quality improvement (QI)
throughout the state-funded system of care. Activities that promote quality
improvement include, but are not limited to:

Forming teams to retrieve data on program operations and consumer outcomes,
analyze it, and use the information to improve the ways in which the system
performs;

Development, implementation and refinement of practice guidelines or “best
practices” in the delivery and administration of behavioral health care;
Conducting targeted studies aimed at determining why outcomes or performance
is at the level it is and what it would take to make it better.

In some systems, the term performance improvement (P1) is used to describe the
process of measuring and improving system performance. This term will be used
synonymously with quality improvement (QI) in TAC's reports about the Montana
MHSP and Medicaid mental health system. Other terms were defined during the
PMAG meetings and will be defined throughout this report in the context in which
they are used.
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C. Implement All Five Steps of a Quality Management and
Improvement Process

There are five basic steps that make up the Quality Management and Improvement
(QM/) cycle. These steps include design, data collection, feedback, actions, and
redesign.

The first step is designing the QM/I system. This step involves the determination of
what is important (values), what defines quality (factors that are critical to quality or
concerns), what needs to be monitored, what uses will be made of information
learned through monitoring, what needs to be improved, and what data systems will
be needed to gather and analyze the information to complete these tasks. The
PMAG representing many constituents began this design process for the Montana
mental health system.

The second step is data collection. This step requires identification of data sources
and collection methodologies. Collecting data and assuring accuracy of data are the
actual tasks involved. Data can be quantitative (for example, utilization or financial
data) or qualitative (for example, observations of staff interactions with individuals in
homes or other service delivery settings). Sometimes, design will be impacted by
what is feasible and fundable in terms of data collection capacity and costs. While
this report recommends some initial outcome and performance indicators, the actual
measures and the data sources for these measures have yet to be developed.
Developing these with the input of a stakeholder group will not only make the
measures and data sources more workable, but will also add to the system buy in
and culture development process.

The third step is providing feedback or reporting. This means analyzing data and
reporting it to decision-makers, stakeholders (individuals, families, providers,
advocates, staff, legislators), and other interested parties in ways it can be utilized to
take action. This reporting and feedback will be difficult without additional staff to
conduct data analysis and additional quality management and improvement staff to
conduct special studies and assist in reporting the analyzed data to decision-makers
as well as working with other MHSB and AMDD staff and system stakeholders to
recommend changes or actions to decision-makers. (See recommended staffing
additions in TAC’s Task Three report.)

Data reports and feedback methods should be driven by the original design and
decisions about what is important to be tracked and improved. The feedback should
relate to the original values and priorities of the stakeholders. Wide reporting of the
information gained from data collection is critical. Reporting on anecdotes and non-
representative samples may lead to inaccurate conclusions and judgements about
cause and effect. Without aggregate data on the full scope of a program, service, or
region (and eventually, but not initially provider or practitioner specific reporting) the
resources of all parties may be wasted or inefficient.
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The fourth step is taking action based on the data. Monitoring data or
system/provider performance is not enough. Knowing what is happening is not
enough. Once performance is known, decisions must be made to take action to
improve the system. Options include but are not limited to:

Increasing expectations;

Rewarding high performers;

Changing the management of delivery systems to address deficiencies
documented in the data;

Clarifying standards or expectations;

Expanding or decreasing the provider network;

Undertaking new or additional training;

Changing provider licensure, endorsement, or credentialing requirements;
Developing corrective action plans with providers including sanctions or
incentives;

Increasing monitoring or data collection activities;

Choosing different system managers (especially once regional structures are
implemented — see TAC'’s Task Three report); and

Undertaking special studies to determine why certain events or data are
occurring.

Once the appropriate action is determined, efforts must be made to make sure these
actions are implemented. Reporting that does not result in action is wasted effort
and inefficient use of limited resources.

Fifth is the process of determining whether the actions taken had any impact on
desired performance and redesigning the QM/I and/or the service delivery systems
to expand the scope of system improvements. This critical process is not often
accomplished. Even when the managers of a system know what they want (step
one); measure and monitor what is occurring (step two); provide information to
decision-makers and constituents (step three); and determine and implement
appropriate action (step four); they frequently will not take the final step to see if
those actions made any difference and make the necessary changes. This fifth step
completes the process and will allow Montana’s service delivery system to know and
publish that it has improved; determine whether different or additional actions need
to be taken; and/or identify whether expectations can be raised or new areas for
improvement can now be addressed.

All five of these steps must be addressed in Montana’s quality management and
improvement system. Without any one of them, the QM/I plan/system will not only

be incomplete; it will be ineffective. Each of these steps is subject to evaluation and
guality improvement itself.
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D. Implement the Collection of Data on as Many as
Possible of the Outcome and Performance Indicators
Developed by the PMAG as an Initial Step Toward a
Larger Outcome and Performance Measurement
Process.

Part of a good QM/I system is determining how the system is performing and setting
goals for both clinical and administrative performance. Through the initial
stakeholder input process, a number of concerns (a value statement about an
aspect of a system that should be objectively measured in order to judge
performance of that system or outcomes for consumers of that system) were
identified (see minutes from the first meeting of the PMAG held August 9, 2000. The
PMAG also agreed on the use of a limited number of initial indicators (specific
evidence that the concern is being addressed) for which measures and data sources
need to be identified and tracked. This process occurred at the second PMAG
meeting on October 4, 2000. It was agreed that outcomes would refer to the results
for clients while performance would refer to system behaviors or activities to assure
good clinical care and administrative efficiencies and accountability.

Measures (the methodology used for deriving and calculating performance
indicators) still need to be developed for each indicator in order to determine the
specific data to be collected. This process should be done with the input of the
PMAG or another stakeholder group to assure measures are appropriate to the
indicator recommended and workable for the system at this time. Some of the
indicators discussed by the PMAG will not be easy to measure. Some will need
simplification in order to find a workable measure. Conceptually, they make sense
as a place to start. In conjunction with the regional profiles discussed later in this
report, they will begin to assist the system in addressing the concerns identified. It
will be important for AMDD to select some of these indicators, specifically those that
can be measured with existing data sets, and begin the measurement, data analysis
and reporting process. Others can follow or may be refined as the system and its
stakeholders get used to the difficult process of identifying measures, selecting data
sources, and testing data collection and reporting processes.

Targets (the actual performance sought in any given timeframe) for each of the
indicators must be established, but should be done after measures are selected and
baselines are established. Targets should be specific (for example, 90 percent of
consumers presenting in crisis will receive a face-to-face assessment within one
hour of the first contact; the number of youth in out-of-state residential placements
will be reduced by 25 percent per year for the next three years, etc.) These targets
can be based on benchmarks (the desired performance or outcome based on the
performance or outcomes of similar systems or agreed upon goals for the system
under review), but must also be realistic based upon the baseline (actual level of
performance at a given recent point in the past) for that indicator.
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Benchmarks are not currently available for many indicators selected in the sense of
expected performance given certain conditions. However, in some cases, national
information is beginning to be available for certain types of indicators for systems to
use to set their own targets. In other words, while TAC could suggest that a certain
indicator ought to approach a particular number or goal, the reality of the Montana
system may make that unrealistic or not feasible. It is more critical that Montana
establish baselines for each indicator/measure, once the actual measure is
developed for each indicator selected, and that a reasonable and doable amount of
improvement is sought in reasonable periods of time.

Another term — standards — is often used in a quality improvement system.
Standards are often broad but require a person or organization to take a specific
action (for example, a provider must have an up-to-date policy and procedure on
reporting) or may be more specific and can include elements of (for example,
aftercare will be provided within 3 business days of discharge from a 24-hour care
program). For clarity, TAC suggests that AMDD consider using the term standard
to mean the requirements of licensing, certifying, accrediting, or funding bodies that
providers must follow in order to obtain and retain the license, certification,
accreditation, or contract. Usually, all standards must be met or most standards
must be substantially met in order for a contract, a license, certification, or
accreditation to continue. In this way, the system can distinguish between
standards expected of each provider, and the performance or outcomes expected
of the service delivery system as a whole. At some point in the future, the specific
performance or outcome expectations may be incorporated into the standards or
requirements of providers within the system, once experience with indicators,
measures and targets is achieved.

Outcome and performance concerns, indicators, targets and measures utilized by
the State of Montana should be categorized into five areas or domains. These are:

Access — Individuals can access AMDD funded services quickly and easily.

Quality/Appropriateness - Services are appropriate to the individual's needs
and goals, and consistent with professional standards.

Individual (Consumer) Outcomes - Individuals experience positive outcomes
as a result of services received.

Administration - Programs and services are operated in an efficient and
accountable manner.

Value/Cost - Services provided and outcomes achieved are at the least cost
possible or are within acceptable cost ranges. (For example, the service
system inputs — dollars, staff, and other resources — and outputs — units of
services, episodes of care — result in positive outcomes for consumers; high
satisfaction for consumers and families; and system efficiencies such as
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reduced inpatient and residential treatment facility utilization, reduced
administrative costs, and could not likely be achieved for less cost).

The domain called Consumer Outcomes will be referred to as the Outcome Domain

while the other four domains will be considered and referred to as the Performance
Domains.

These categories, or domains have been used by TAC to organize examples of
indicators from other jurisdictions and national organizations (see Appendix A). TAC
has also used these domains to organize the synthesis of indicators recommended
by TAC to be the initial indicators for Montana’s system after discussion with the
PMAG at its second meeting on October 4, 2000. These recommendations are
displayed in the chart in Recommendation 6 below.

E. Select Appropriate Methods and Tools for Collecting
Data and Reporting on the Initial Indicators Selected to
Monitor and Improve the Performance and Outcomes of
Montana’'s Mental Health System.

There are a number of methods or tools for utilizing the information and data
available from the various data sources. Methods of information and data collection
might include:

Analysis of paid claims;

Analysis of utilization management reports;

Review of policies and procedures or other written materials;

Review of accrediting, licensing, certifying and/or oversight bodies’ reports;
Surveys of relevant parties (for example, individuals, families, staff,
providers);

Self-assessments;

Interviews of involved individuals (for example, peer-to-peer consumer
interviews to collect self-report information on satisfaction, quality of life, etc.)
and;

Surveys of outside observers about their impressions (for example, the
community or other service delivery systems).

Tools used in these methods might include the standard AMDD consumer
enrollment and assessment forms, an existing instrument validated and in the public
domain, a checklist of qualitative information to be collected, a written set of
guestions to ask, a form to fill out, or a list of issues to address. They might also
include electronic data elements required to be submitted to a centralized
management information system. Evidence or documentation of the use of these
tools and methods might include written summaries and/or findings; copies of written
materials, policies or procedures; tapes or transcriptions of interviews, quantitative
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reports of aggregated numbers, and filled out forms or checklists. Collectively, the
use of methods and tools and the documentation of their use are called monitoring.
For each indicator, AMDD should work with its stakeholder group to identify the tool,
method, or data source it will use to find the information it seeks regarding that
indicator. These data should be combined with other QM/I activities described
below and in TAC’s Task Three report to complete a total picture of how a provider,
a region, or the system as a whole is performing. Monitoring, and then taking
action on the findings will be critical functions of the regional structures
recommended in the Task Three report.

Monitoring is critical, but not sufficient for Montana’s QM/I system to be effective.
Without monitoring, there would be inadequate information about how the services
or administrative systems are performing. However, simply knowing how they are
performing is insufficient to effect change or improvement. Once data and
information is developed through a variety of monitoring methods, tools, and
documentation, it is incumbent upon AMDD or the regional structures it creates to
be responsible for system administration in each region (see TAC’s Task Three
report) to review, report, study, analyze, and then act on this data and information.
Such data and information may be collected for purposes of comparison with past or
future data and information may be collected for historical or archival purposes.

However, AMDD (and its regional structures once created) should ask careful
guestions about why data and information are being collected and how it will be
reported and used before limited resources are expended in preparing, collecting,
and storing it. Reporting the information obtained helps system actors and external
bodies be aware and make recommendations or decisions about how those systems
should perform in the future (either differently or the same) and how to make them

do so. Without these necessary steps of reporting and acting on the information,
monitoring can be simply an empty activity without teeth or merit.

These activities complete the feedback loop described earlier in this report and allow
the service delivery and administrative systems to be self-correcting and constantly
improving to the benefit of individuals, their families and communities, and the
general public.

F. Select a Small Number of Outcome and Performance
Indicators for Initial Work on Measures and Data
Sources, then Implementation of Data Collection and
Reporting, with Refinement and Expansion of These
Indicators as the System’s Experience with Outcome
and Performance Measurement Increases.

Appendix C contains a matrix that summarizes selected indicators and/or measures
of effectiveness from other states and organizations engaged in the management of
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behavioral health care. This extensive listing of indicators and measures is
provided: (a) as background information for Montana decision-makers and
stakeholders about what is being measured or proposed to be measured in other
jurisdictions; (b) as examples of the variation of both indicators and approaches to
measurement that are currently being used or proposed in other jurisdictions; (c) as
evidence that, despite the variation, there are many commonalties among the
various jurisdictions with regard to many of the measures currently used; and d) as a
way for Montana officials and stakeholders to see how Montana’s previous efforts
and the currently favored MHSIP report card compare to other jurisdictions’ and
organizations’ indicators and measures.

From the large matrix of examples from other sources, TAC has extracted some key
performance indicators and/or measures for each of the domains that represent both
the most commonly used performance indicators and/or measures and those that
appear particularly relevant to Montana. These are included in Table A below for
purposes of comparison to those indicators discussed by the PMAG and
recommended by TAC for initial implementation in Montana.
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TABLE A: SUMMARY AND SYNTHESIS OF PERFORMANCE INDICATORS AND MEASURES
FROM OTHER JURISDICTIONS AND NATIONAL ORGANIZATIONS

Access

Individual (Consumer)
Outcomes

Quality/Appropriateness
of Care

Administration

Value/Cost

Penetration/Utilization
Rates by age, region, and
eligibility category
(Medicaid or MHSP).

% of Adults who are employed,
in training, in school, or who are
active volunteers. % of
consumers who retain
employment during the course of
treatment.

% consumers who actively
participate in decision making
regarding treatment.

# of consumers and family
members serving on
governing boards,
planning committees and
other decision-making
bodies, participate in QI
activities, or hold paid
staff positions.

Average per capita
resources
expended on
mental health
services for each
age/eligibility
category.

Consumer self report of
convenience and
timeliness of access to
desired and culturally
relevant services.

% of youth attending school or
other age appropriate
educational experience; days in
school.

% consumers linked to
physical health services.

Monthly, quarterly and
annual reports submitted
within required
timeframes.

Administrative
expenses as a %
of overall costs of
care.

Timeliness of access for
urgent, emergent, and
routine services.

The % of adults living in
independent housing they own
or lease.

Hospital or residential
treatment facility re-
admissions within 90 days of
previous discharge.

Timely payment of clean
claims, and timely
resolution of denied
claims.

Days of inpatient
and RTC care per
1,000 enrollees.

Timeliness of access to
on-going services following
intake, and timeliness of
access to psychiatric
assessment and
medication monitoring.

% of youth living in their own
family or a selected surrogate
family as opposed to out-of-
home placements.

# of grievances and appeals
submitted, and % resolved
within defined timeframes.

Lengths of stay for
inpatient and
residential
treatment services.

Individuals discharged

from inpatient or intensive
care facilities or from crisis
stabilization services
receive a follow up service
within defined timelines.

Consumer self-report that quality
of life has improved and the
independent functioning has
increased as a result of their

treatment experience.

Family reports satisfaction
with the degree of
involvement in treatment of
their children.

Contract with a consumer
advocacy group to conduct
satisfaction surveys and
provide analysis and
feedback on providers.

Inpatient and
outpatient cost per
episode by age
and eligibility
category.
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After examination of all the previous Montana efforts, the national information
available, and a synthesis of commonalities in these efforts, as well as the results of
the Montana PMAG meetings, TAC recommends the initial indicators set forth in
Table B below. These indicators will allow the State and stakeholders to begin
judging Montana’s system performance and consumer outcomes achieved. Many of
these indicators are the same as previous efforts or national experience, but they
are grouped by the concerns discussed and prioritized by the PMAG.

Every jurisdiction and organization that has tried to implement outcome and
performance measurement has found the technicalities of measurement somewhat
daunting. Likewise, in Montana, the ability to identify measures and begin to collect
information about each indicator will be difficult, even for relatively simple measures
such as satisfaction on standardized instruments. Not all the recommended
indicators in Table B can or should be tackled at once and not all will be easy to
measure. TAC recommends that the indicators that can be relatively easily
measured with existing data sets be the ones that AMDD begins with, and that the
PMAG or a similar group assist AMDD with the deliberation about what measures
and what data sources will work to collect the information needed for the other
indicators. If an indicator cannot be easily measured after this discussion, a different
indicator should be chosen to represent the group’s concern.

These indicators should be combined with and/or tempered by the regional profiles
described in Recommendation G below to create a total picture of system
performance and consumer outcomes throughout Montana’s mental healthcare
system.
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TABLE B: RECOMMENDED INITIAL OUTCOME AND PERFORMANCE INDICATORS FOR MONTANA’S MENTAL HEALTH SYSTEM

DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Network # of units of each service provided # of units of each service provided
ACCESS Adequacy (eventually compared to a gap or needs (eventually compared to a needs
analysis or compared to users by level of analysis or compared to users by level of
care) care)
# of practitioners per eligible, esp. # of practitioners per eligible, esp. child
psychiatrists, nurses, and licensed psychiatrists, and licensed therapists
therapists specializing in children’s mental health
distance and/or time to services by distance and/or time to child specific
service type and urgency services by service type and urgency
# and distribution of practitioners with # and distribution of practitioners with
culturally specific experiences or skills culturally specific experiences or skills
Penetration Medicaid % served compared to eligible Medicaid % served compared to eligible
Rate (number and to expected utilization based on and to expected utilization based on
of persons epidemiology and public presentation epidemiology and public presentation
potentially aes aes
eligible who Non-Medicaid individuals served Non-Medicaid individuals served

receive care)

compared to # in Montana under 150%
of poverty and compared to those under
150% of poverty expected to utilize
services

compared to # of families in Montana
under 150% of poverty and compared to
those under 150% of poverty expected to
utilize services

Timeliness of
Services

Time between discharge from inpatient,
crisis, or residential care to next face-to-
face service

Time between request for service and
first face-to-face service by urgency of
need

Time between request for service and
first face-to-face appointment with a
practitioner who can prescribe
medications, by urgency of need

Time between discharge from inpatient,
partial hospitalization, or out-of-home
placement to next service

Time between family request for service
or identification of being at risk and
assessment by a practitioner
experienced with children’s mental health
issues

Time between assessment and first
service by a practitioner specializing in
children’s mental health
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Consumers # of avoidable hospital days due to lack # of out-of-home placements due to lack
APPROPRIATE- Being in the of community alternatives of in-home or wrap around services
NESS Right Level of % of adults served who meet criteria for % of children/adolescents served who
Care level of care to which they are assigned meet criteria for level of care to which
# and types of post denial services they are assigned
received # and types of post denial services
received
Consumer/ % of adults expressing satisfaction on a % of families expressing satisfaction on a
Family standardized tool, both during an standardized tool tailored to the issues

Satisfaction

episode of care and at a specified time
after the episode is concluded

% of family members of SMDI adults
expressing satisfaction with services and
with their involvement in their family
member’s service planning

experienced by families of SED children,
during an episode of care and at a
specified time after the episode is
concluded

% of children/adolescents expressing
satisfaction on a standardized tool
specifically for children/adolescents

Consumer/
Family
Involvement
in Treatment
Planning

% of adults meaningfully involved in their
treatment planning

% of adults whose treatment plans show
the consumer’s signature

% of adults expressing satisfaction with
the level of their involvement in
treatment planning

% of adults experiencing choice of post-
discharge services, living setting and
service provider during discharge
planning from inpatient services

% of families meaningfully involved in
their child’s treatment planning

% of families expressing satisfaction with
their level of involvement in their child’s
treatment planning

% of families expressing that they had a
choice in their child’s services and
practitioner after return from an out-of-
home placement
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
QM/I System % of adult service providers with an % of child/adolescent providers with an
ADMINISTRATION | Effectiveness approved QM/I plan meeting approved QM/I plan meeting
MHSB/AMDD standards MHSB/AMDD standards
% of adult service providers expressing % of child/adolescent providers
satisfaction on a standardized tool expressing satisfaction on a standardized
# of adult service providers terminating tool
their involvement as a publicly funded # of child/adolescent service providers
mental health provider terminating involvement as a publicly
% of QM/I concerns identified about funded mental health provider
which action is taken to remedy or % of QM/I concerns identified about
improve within a reasonable period of which action is taken to remedy or
time improve within a reasonable period of
# of consumers and families on time
governing and advisory bodies and in # of families on governing and advisory
QM/I activities bodies and in QM/I activities
Adequacy job tenure in the system by job type job tenure in the system by job type
and Quiality of # of vacancies not filled within 60 days # of vacancies not filled within 60 days
Human # of staff who are or meet the criteria to
Resources be consumers
Data % of required data elements reported % of required data elements reported
Reporting accurately and completely by provider accurately and completely by provider
and Use % of claims submitted within a specified % of claims submitted within a specified
period of time by provider period of time by provider
% of clean claims paid within a specified % of clean claims paid within a specified
period of time period of time
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Case comparison of case management comparison of in-home and wrap around
COST/VALUE Management's services amount and intensity to services amount and intensity to child
Link to consumer outcomes and family outcomes
Outcomes cost by provider by type of case
management
Costs for rate for services by unit compared to rate for services by unit compared to
Services actual cost analysis actual cost analysis
costs and types of services utilized by comparison of costs for school based
consumers in identified cost bands, services using bundled rates versus
compared to outcomes within those unbundled rates
groups costs per capita by eligibility category
costs per capita by eligibility category costs and types of services utilized by
percentage of administrative cost consumers in identified cost bands,
compared to direct service cost (adults compared to outcomes within those
and children) group
days of inpatient and residential services days of out-of-home care per 1000
per 1000 enrollees enrollees
Cost Shifting 16 costs spent by criminal justice on mental costs spent by education, child welfare

health services for prisoners and
persons in jail compared to number
served and outcomes achieved

total cost for specific individuals across
multiple systems

and juvenile justice, compared to number
served and outcomes achieved

total cost for specific
children/adolescents and their families
across multiple systems

18 Both PMAG and TAC recognize that these measures would be difficult to do and would be more of a research effort than a performance
measure. Both believe it would be an interesting challenge at some point in the future to determine whether there is cost shifting and if so, in what

direction.
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Consumer % of SMDI adults competitively % of SED children/adolescents in regular
CONSUMER Functioning in employed school attendance with no more than a
OUTCOMES “Real” improvement in daily living skills or routine number of absences or

Community Life

functioning on a standardized tool before
and after services

satisfaction with quality of life on a
standardized instrument

disciplinary actions

% of SED children/adolescents with
acceptable performance at school as
identified by their parents, teachers and
providers

system while in community settings

% SMDI adults in stable housing of their
choice

% SMDI adults with an adequate number
and array of persons in their social
networks

Community average number of days in the # of days in a permanent family

Tenure community per year by consumer placement (natural or adoptive)
diagnosis, functioning, age, and race # of children/adolescents in out-of-home
# of days between admission to an and out-of-state placements at any given
inpatient facility and readmission time
% of adults readmitted within 30 days of # of children/adolescents returned to out-
discharge of-home placement within 30 days of
lengths of stay in inpatient and returning home
residential treatment lengths of stay in out-of-home

placements
Social Goals # of interactions with the criminal justice # of interactions with the juvenile justice

system in a given time period (e.g., after
6 months of services)

% of children/adolescents rated as
having age appropriate social skills
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G. Designand Implement Regional Profiles for Key System
Indicators

Pending the completion of the stakeholder process and the selection of priority
indicators and associated measures and data sources, TAC recommends that some
limited data analysis and reporting be initiated immediately by AMDD. TAC
envisions this as a form of regional profiling, similar to that done in a number of other
states. Regional profiles typically contain comparative information of regional
population, socio-demographic, and geographic characteristics, plus some indicators
of system activity such as penetration rates; inpatient and residential treatment
admissions; and days used, etc. These data are intended to be extracted from
existing data sources, with no special studies or data collection activities required.
The information in the profiles is considered to be background information that may
help to identify issue areas, service gaps, or other local priorities, and may also be
useful later in explaining variations among regional performance levels. However, it
must be clear that the information in the regional profiles cannot be considered to be
true outcome and performance information until all the stakeholder input and related
design activities described in this report are completed.

There are two motivations for beginning to collect regional profile information quickly.
First, it will be concrete evidence of AMDD’s efforts to use objective data to address
management issues in the system following the termination of the MCP initiative.
Second, it will initiate all stakeholders to the process of interpreting and comparing
information on a regional basis. In TAC’s experience, this can be somewhat
traumatic at first, but quickly leads to an improved culture of using data for quality
management and improvement. It can also lead to some friendly competition among
regions related to certain indicators. Finally, it will begin to shape the actual
outcome and performance measures attached to the indicators discussed by the
PMAG as identified above.

The following Table C is a proposed format and data that might be included in a
quarterly Montana regional profile report.
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TABLE C: RECOMMENDED MONTANA AMDD REGIONALY’ PROFILES

Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

Total Population

% < 18

% 18 —64

% 65+

% Native
American

% African American

% Hispanic

% other cultural or
linguistic minority

% below 100%,
150% and 200% of
federal poverty
level

Size of area in
square miles

Population per
square mile

# communities with
> 5,000 population

1 Regional data are determined by residence of service recipient or geographic area, as appropriate to the context of each indicator.
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

# Medicaid
enrollees

% of total
population of state

% of total Medicaid
population of state

9% SSI®

% TANF

Monthly average #
Medicaid persons
served®

Monthly average %
Medicaid enrollees
served

Monthly average #
MHSP served

Monthly average %
MHSP served

# adult inpatient
admits per 1,000

# youth inpatient
admits per 1,000
population

8 AMDD may want to use age breakdowns as well as or instead of eligibility categories.

1911 this context, number served refers to those individuals receiving an actual service encounter during the month, not those individuals enrolled

as active cases.
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

Adult hospital bed
days per 1,000
population

Youth hospital
bed days per
1,000 population

Youth RTC bed
days per 1,000

# youth currently
in residential
treatment

% youth in out-of-
state residential
treatment

# providers in
Region®°

Average cost per
active consumer
for the quarter

MA $ per enrollee
for the quarter

MHSP $ per
capita for the
quarter

2 pefined by the number of providers certified as Medicaid providers and invoicing for at least one eligible encounter per month.
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

Paid claims for
quarter for:

Inpatient

RTC

Partial Hospital
Day Services
Psychosocial
rehab services
Individual Tx
Group Tx
Medication
Management

# grievances or
appeals this quarter

# complaints to
Ombudsperson for
quarter’*

% service
authorization
requests denied for:

Inpatient
RTC
Partial Hospital

L \When these data are available. Conversations with the Ombudsperson indicate that the office is just beginning to track this information in a
fashion that would make it available on a quarterly basis.
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V. DESCRIPTION OF AND TIMELINES FOR
RECOMMENDED PROCESS

The next steps in this process were discussed by the PMAG at its October 4, 2000
meeting. Generally, these steps include but are not limited to copying this report for all
interested system stakeholders, creating a task force of stakeholders to advise in the
selection of priority indicators and development of measures and data sources for each
indicator, analyzing the MHSIP data and data collection that currently exists to
determine its usefulness going forward or for comparisons looking back, and whether
the current MHSIP outcome and performance indicators and data sources would be
adequate to address the concerns and the desired indicators discussed by the original
PMAG, educating providers regarding the need for data, inventorying the data currently
available, and beginning to collect and report on data to stakeholders, legislators,
media, and others.

These actions should be quick and decisive to assure momentum does not die
regarding the implementation of collection and reporting of outcome and performance
information. The recommended steps and proposed timelines are as follows:

1. Discuss this report at the December meeting of MHOAC.?? (December 2000)

2. Appoint a time limited stakeholder advisory work group (PMAG or another group)
consisting of providers, members of MHOAC, consumers and family members,
other interested state systems/functions, and AMDD staff as desired. (January
2001)

3. Develop and distribute the first regional profile report with the data available
covering the last quarter of FY 2000, April to June 2000. (January 2001)

4. Convene the Outcome and Performance Measurement Advisory Group
(OPMAG) approximately monthly to review the first regional profile reports and
discuss priority indicators and related measures and data sources. (January —
June 2001)

5. Begin data collection on additional indicators and measures and continue
regional profile reports. (April to June 2001)

6. Develop and distribute quarterly regional profile reports for first and second
guarters of FY 2001 covering July to December 2000. (April 2001)

7. Combine regional profile data and additional indicators into recommended
domains for quarterly AMDD Quarterly Performance Report beginning third
guarter of FY 2001 covering January to March 2001. (July 2001)

8. Settargets for FY 2002 for regional profile indicators and/or for additional
indicators for AMDD Quarterly Performance Report for first quarter of FY 2002
covering July to September 2001. (June 2001)

221t should be noted that a brief discussion of this and the other TAC reports did occur at the December
2000 MHOAC meeting.
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9. Develop and distribute first AMDD Quarterly Performance Report including both
regional profile data and additional indicators in five domains for third and fourth
guarters of FY 2001 covering January to June 2001. (July and October 2001)

10.Develop and begin distributing AMDD Quarterly Performance Reports compared
to expected targets for FY 2002 quarters with the first one covering July to
September 2001. (January 2002)

11.Refine and expand indicators, measures, data sources, and expected targets for
FY 2003 covering July 2002 to June 2003. (May 2002)

Throughout this process, the OPMAG and the MHOAC should be utilized to discuss
outcome and performance reports, provide additional input, and assist in making
refinements and working out operational issues that may arise. Itis important that the
timelines associated with this process not be allowed to slip in order to keep the process
moving and not become just one more attempt at developing performance indicators to
measure that does not materialize.

V. CONCLUSION

This report describes a framework and a process for beginning a quality
management/improvement and outcome and performance measurement process for
Montana’s mental health system. It does not propose at this time exactly how to
measure the indicators or the tools or data sources that should ultimately be used.
Rather, these should come from the stakeholder group and the AMDD staff working
together over the next several months. These decisions will be made ultimately by
AMDD after beginning regional profiles and after considering stakeholder input and data
capacity. However, the proposed process should be accomplished quickly and
decisively and action taken without further deliberation. Refinements can and should
occur later, but delay because consensus cannot be achieved or because data
collection is difficult should not be allowed. Consensus will emerge and data collection
will get easier as practice with outcome and performance measurement increases.

No outcome and performance measurement process will be without problems or
provide perfect information to satisfy all stakeholders or AMDD. The development and
refinement of measures will continue over time. The important concept is to decide and
begin with what is doable and agreed upon and continue to improve the system'’s ability
to capture information about performance and outcomes as dialogue continues and
experience grows.
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Task Three: Findings and System
Recommendations

l. INTRODUCTION

This report constitutes the third deliverable from the Technical Assistance Collaborative,
Inc. (TAC) to the Montana Addictive and Mental Disorders Division (AMDD) of the
Department of Public Health and Human Services (DPHHS) under the current mental
health system evaluation and planning project. This report is a narrative description of
TAC's findings and observations from a variety of information sources, namely:

= Interviews with system stakeholders including providers, consumers, families,
advocates, legislators, and advisors, as well as staff various divisions of DPHHS
and other state departments;

= Observations of programs and services during three on-site visits;

= Review of numerous documents, clinical criteria, reports, regulations, and database
descriptions provided by AMDD;

= Review of recommendations and materials from, as well as discussions with, the
Mental Health Oversight Advisory Committee (MHOAC), the Mental Health
Ombudsman, the HIR 35 Subcommittee on Mental Health, the Montana Protection
and Advocacy Agency, Mountain Pacific Quality Health Foundation (the utilization
management vendor) and other interested parties and organizations in Montana,

= Reviews of reports and materials from numerous states and national organizations
regarding mental health services and delivery systems; and

= The knowledge of and experience of the TAC team with other state and local mental
health systems.

A list of documents reviewed and persons interviewed for this review of Montana’s
mental health system are included in Appendices A and B.

It is important to acknowledge the particular work done by the MHOAC on a number of
critical system and service issues in Montana. TAC has been provided with a copy of
MHOAC’s minutes and recommendations. TAC agrees with a number of these
recommendations while others are either too general or need additional detail to be
more understandable. There are a few recommendations that TAC either did not agree
with, or has some questions about as they are stated. Some MHOAC
recommendations will add important detail and action steps as the recommendations in
this report are considered and acted upon (for example, some of the recommendations
about training and services may be important parts of the strategic plan or the needs
assessment recommended by TAC, if these recommendations are pursued). The
MHOAC material and other system stakeholder input was especially valuable to TAC as
we did our review and formulated findings and system recommendations.
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This report should be read in conjunction with the first task (Task One) deliverable from
TAC that described and evaluated the current mental health system in Montana through
analysis of data available from a variety of sources including — but not limited to — paid
claims, state hospital data, out-of-state placement of children, and private hospital
psychiatric utilization data. These data helped to inform TAC regarding some of the
observations and findings described in this report. TAC’s second deliverable (Task
Two) should also be considered when reading this report. In fact, that report and the
process that helped shape the recommendations in that report regarding what outcome
and performance measures to utilize to begin a quality management and improvement
system for Montana’s mental health system, are referenced in this report.

All three reports produced by TAC are about the way Montana’s system is organized,
managed, and funded. Part of TAC'’s review was about the adequacy of services either
in terms of amount or in terms of clinical approach. However, the observations made in
this report are not about specific programs, specific providers, or even really about
specific services. Rather, these reports discuss the infrastructure issues that prevent
services from being as adequate or as effective as they could be and that prevent
outcomes and performance from being what consumers and the Montana community
expect.

These recommendations will require that certain conditions exist or are created if they
are to be successfully implemented. These necessary conditions are referenced in
general in this draft. However, a more specific discussion of what it will take to
implement these recommendations will be included in the final Task Three report once
this draft has been reviewed by AMDD and by system stakeholders.

TAC acknowledges from the outset that all these recommendations cannot be
accomplished or at least not all at once. However, this report will hopefully provide
readers with a blueprint for moving Montana’s system forward, one step at a time.

II.  FINDINGS
A. Service System Culture and Capacity

The Montana Mental Health system does not currently have a culture and capacity that
lends itself to maximization of resources or services to assure the most benefit is
provided for eligible persons. This culture and capacity issue is evident in the system’s
lack of a consistent, coherent service philosophy, inadequate service array, and
insufficient involvement of consumers and families in service development,
implementation, and evaluation.

Service philosophy and system culture
The Montana mental health system for children and adults does not have a consistent
philosophy about what the results should be when the services are delivered and the
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client® is no longer in need of the services provided. This decision or judgment is left

largely to each individual service provider or practitioner. Likewise, the system is
focused currently on the payment structures and amounts or the licensure or
authorization requirements for each type of care or service covered by the Montana
Medicaid and MHSP plan. As a result, there is not an evident culture supporting
recovery or symptom reduction and return to normal living, or a culture of long term
supports in the least restrictive and most normalized settings possible. Rather, the
system culture and philosophy of care varies geographically and is focused on
providing, funding, and advocating for new or expanded services rather than on the
results desired or expected from the system’s activities.

This culture is a more typical healthcare or Medicaid culture than a mental health or
disabilities services culture. While there are good values expressed by the leaders and
advocates within Montana’s mental health system?*, and while there were laudable
goals involved in Montana’s efforts to develop a single managed care approach to its
service delivery system whether for Medicaid or non-Medicaid eligible persons, the
focus on and challenges of this effort for the last several years has occurred at the
expense of a focus on service guidance and coherent service system development.

The understanding and infusion of new service technologies has also been left to
individual providers or practitioners. System leaders have not had time to address
these issues in the face of the move from a franchised regional grant-based system to a
managed care capitated system and then back to a semi-managed fee for service
environment with any provider able to meet licensure standards allowed to provide care
and bill for services. The system is growing haphazardly in a sort of free market kind of
mentality and without planned attempts to assure services are available and adequate
throughout all parts of Montana for all eligible populations, with the most likelihood of
positive results.

The need to pay attention to the philosophy or culture of Montana’s service delivery
system is critical. The inattention to these issues will result in continued inadequacy of
services, as described below.

Inadequate service array

While no state and few communities have adequate services to meet the needs of
residents with mental health problems, Montana’s mental health services for children
and adults are not meeting the needs of Montana’s citizens. The services available
through both Medicaid and MHSP are disproportionately facility based, do not always
make use of the most recent service technology innovations, and are not driven by a
common agreement about what each community needs to adequately address the

% The word “client” and the word “consumer” are used interchangeably throughout this report. They

mean individuals (both adults or children) or their families who currently, or in the past, received or
requested services from mental health agencies or practitioners.

4 The core values identified in the Mental Health Services Bureau’s draft plan include: respect, choice,
quality, community, flexibility, participation, awareness, stewardship, safety, access and recovery. These
values are excellent and have been a consistent theme throughout Montana’s mental health system
efforts over the last several years.
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needs of even adults with serious and persistent mental illness and
children/adolescents with serious emotional disturbance. There are important service
types missing in most geographic areas, and insufficient amounts or inadequate
coordination of the services that do exist in many areas of the state.

For example, the array and amount of crisis services throughout the state are generally
not adequate to meet the needs of most communities and most individuals in the

eligible populations. Crisis services often involve police, hospital emergency rooms,
and high intensity service interventions. While CMHCs are funded to provide an array

of crisis services, there are no particular requirements or incentives for establishing
mobile crisis teams, in-home crisis respite, on-going or immediate access crisis groups,
or peer support crisis or crisis prevention services. CMHC crisis residential beds are
available only in the most populated geographic areas and are not always fully utilized.
At the same time, CMHCs are not always made aware of persons entering other service
providers in crisis. CMHC crisis workers are not available 24 hours per day in all
regions. Emergency services are provided by different systems and different
practitioners, depending on what system first encounters the individual or family in

crisis. Specialized mobile services for children and families in crisis that would respond
to schools or to home environments are sparse or non-existent in most areas.

There is currently no systemic way statewide for CMHCs or other primary service
providers to know when persons in their care enter into a crisis state or emergency
services setting. Communication among hospital emergency rooms and other crisis
intervention providers is variable, depending on the community resources and the
leaders of the respective service providers and agencies. In some areas, adults and
children are ending up in community hospital settings, the state hospital, intensive
residential settings, local jails, or other high cost, high intensity settings when they could
be diverted or served more effectively in less intensive ways and connected or
reconnected more quickly to on-going community-based care.

There are few jail diversion projects or services that work to keep adults or children out
of correctional institutions at the local level. To the extent that services are available for
these populations, they are focused on services while in adult jail or juvenile corrections
facilities or while they are in the court process. Both pre- and post-booking diversion for
adults and coordinated efforts to get juvenile offenders out of juvenile justice settings
and back into supportive services to the child/adolescent and the family are necessary.
These services require significant interaction with other systems such as courts,
corrections, police, and schools.

Residential services for children represent a significantly high proportion of dollars and
children served in Montana’s system. [See TAC'’s Task One report, Assessment of the
Mental Health Services Plan and the Medicaid Mental Health Plan, regarding the
proportion of dollars and persons served in residential or facility based settings.] At the
same time, the amount of wrap around services for children and in-home family
supports provided for the families of SED children is significantly small. Most persons
TAC interviewed as well as the Task One data analysis indicated a relatively complete
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array of outpatient services for children and for adults, while little “in between”
community supports are available to prevent children and adults who need more service
than an outpatient service can provide are available to keep individuals from
progressing to higher intensity facility based services.

Only a few PACT teams exist for adults throughout the state, and these are relatively
recent additions to the service array. Case management for adults and children short of
the adult PACT model appears to be primarily supportive or broker service models
rather than an intensive case management model available 24 hours per day 7 days per
week. There does not appear to be a philosophical understanding of the different roles
and expectations of different levels of case management for different service intensity
needs.

Few daytime activities or services for adults and children exist beyond day treatment,
partial hospitalization, and clubhouses. Day treatment appears to be largely long term
therapeutic models, even though such models have been shown to create dependence
on formal systems rather than supporting adults in recovering from their mental iliness
and developing skills to cope with and manage their own iliness and their own lives.
Few vocational opportunities exist for adults, and even Montana’s clubhouses, which
are excellent in some parts of the state, are viewed by workers in them as “a stable end-
point in clients’ lives” rather than as a model for assisting clients to achieve self-
empowerment and social and vocational skills to help them recover and move toward
competitive employment and normalized (or “natural”) community recreational
opportunities.

While adult clubhouses do provide some opportunities for client run enterprises or
activities, there is neither a culture within the system nor specialty funding to support
consumer operated alternative services or consumer-operated vocational services or
businesses.

Partial hospitalization is provided for both children and adults in disproportionately high
numbers and for longer lengths of time than should be necessary. This service is
expensive and is currently provided by anyone who meets the program criteria for
anyone who meets the service criteria rather than being reserved for only short-term
crisis, diversion or step-down needs and only in specified and limited settings.

Housing and supportive living arrangements for adults are not widely available
throughout Montana. Supported apartments and adult family or foster care are either
not available or are in insufficient numbers except in a few geographic areas.

A high number of SED children are either in residential settings or are in school-based
programs that do not follow-up with children and their families once they return home or
during the summer months. Many children in the last year have been sent out of state
for residential placements. An insufficient number of therapeutic foster care homes
exist while relatively high amounts of dollars are being spent on a variety of different
kinds of out-of-home, facility based settings and providers.
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Physician or psychiatric services, especially medication prescribing and management
for both adults and children are hampered by the lack of psychiatrists who will work in
rural Montana or who will accept Medicaid or MHSP funded clients. Private
psychiatrists, community hospitals, and mental health care providers are not well
coordinated in many parts of the state. Primary care physicians are not being well
utilized for this purpose, and it may be difficult to do so given the nature of the services
system structure and the lack of information available to primary care physicians about
mental health diagnostic techniques and appropriate service system linkages. The use
of advanced practice nurses for this purpose is also not well developed throughout the
state. Other mental health specialists such as counselors, psychologists and social
workers are also in short supply in many parts of the state.

Outpatient services for adults and for children and their families appear to be relatively
traditional without attention to new approaches to multi-systemic or family based
interventions for children or to cognitive behavioral therapies for adults that are proving
useful for certain types of individuals with identified needs or clinical pathways. Nor is
there any significant attention to integrated service approaches for adults with co-
occurring disorders of mental illness and addictions or for children/adolescents who are
abusing substances and are at risk of addiction who are also exhibiting symptoms of
behavioral or mental disorders. Outpatient services are provided for relatively long
periods of time without any retrospective review from utilization managers either inside
or outside most agencies TAC talked with to determine whether clinical improvements
are continuing to be experienced by these therapies.

Finally, multi-system coordination of services for children and for adults is less than
adequate to meet the needs of Montanans with mental health needs as well as service
needs from or within other systems. For children, the collaboration between schools
and juvenile justice systems as well as with child welfare appears spotty and
inconsistent. The ties to police, courts, jails, and other correctional facilities for adults is
primarily concentrated on identification of needs and appropriate referrals. The
collaboration with state or local housing planners, vocational rehabilitation service
funding bodies, elder services authorities, and adult recreational and educational
resources seems either to be non-existent or an afterthought rather than a specific
strategy for increasing resources available for adults with mental healthcare needs or
for supporting adults in their recovery. Some of these coordination activities probably
seem like a luxury given the few available human and financial resources available for
mental health services. However, without this explicit planning and coordination, mental
health care resources will either be tapped for the wrong reasons or will not be as
effective as they could be in helping Montanans with mental health needs.

It is important to note that there are probably positive exceptions to all these findings in
various places within Montana, and that there may, in fact, be other examples of
inadequacy of services than those described here. These examples are given to make
the point that Montana’s service array is neither sufficient nor even throughout the state.
Part of the solution to this problem lays in concerted leadership efforts to assure a
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variety of service types are available, are being used for the right persons in the right
amounts, and are being provided with the most recent service technologies. However,
some of these service adequacy issues will require either additional or redirected
funding to address unmet service needs, and/or will require attention to other sources of
funding and collaboration with other service funding systems to assure limited dollars
are used as effectively as possible. In some cases, the solution to this problem may be
difficult to achieve because of the unique nature of Montana'’s rural and frontier
communities. However, more can be done with current capacities and more could be
done with relatively little new or redirected resources.

Utilization management

Until recently, the utilization management (UM) vendor employed by the Mental Health
Services Bureau routinely authorized placement of individuals into higher levels of care
than were found to be necessary if no other less restrictive setting was available
according to the provider requesting the authorization. This vendor rarely denied
authorization for payment for a requested service. It is difficult to know with the data
available whether the criteria were too loose, the criteria were simply well known and
utilized by clinicians, or the in-state peer review of denials resulted unfairly in denials
being rejected. While large numbers of denials are not the goal, if the prior
authorization system is not denying any or relatively few service authorization requests,
then the question has to be asked whether the expenditure of funds for this function is
necessary.

The system had few ways of systemically knowing whether other settings or other less
intensive services could actually be found or be developed, therefore whether any of the
services authorized could have been provided in a less restrictive or less expensive
way. The current (and new) UM vendor has been given both resources and a mandate
to utilize care managers in each region to assure that the least restrictive environment is
identified before high-end services are authorized. However, the UM vendor has no
authority or ability to create service alternatives where none currently exist. The vendor
has no ability to redirect service dollars to new or unique services to meet the needs of
individuals in a less restrictive or less costly manner. [See section below regarding the
UM issues within the Montana system.]

While the new UM system vendor’s contract does include an expected number of
limited targeted retrospective reviews and concurrent reviews of all prior authorized
services expect inpatient,?® these reviews may not be sufficient alone to assure
continuing services are appropriate or that services not required to be authorized are
appropriately provided. This effort needs to be combined with a clear set of definitions
about what populations and what services are eligible and what populations are
priorities for receiving which services and in what intensity. A thoughtful set of clinical
criteria and defined levels of care are needed to be used not only by clinicians to make
judgments about who should get what kinds of services, but by utilization managers to

% The payment methodology for inpatient services is based on diagnostic related groups (DRGs) which
limits payment to a set amount per diagnostic category thereby precluding the need for extensive
concurrent reviews by someone outside the hospital itself.
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review these decisions in a standardized and objective way. Currently, few practice
guidelines or program descriptions are available beyond licensure criteria upon which to
judge whether clinical decisions are being made appropriately and with the most
likelihood of positive results for clients and their families.

Involvement of consumers and families

Consumer and family advocates are quite prominently visible in the discussions
witnessed and the documents reviewed by TAC regarding the current issues in
Montana’s mental